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Regi tine 


(phentolamine methanesulfo- 
nate Ciba), preferred in the 
diagnosis of pheochromocyto- 
ma, the cause of the most com- 
mon form of hypertension of 
known etiology. The injection 
of this adrenergic blocking 
agent affords an accurate test 
that is relatively safe, and can 
be simply performed by any 





physician, unassisted, in his 


office. 


éi 7/ fl 
f 


Hh" 
i) 


| 


Esomid 


chloride (hexamethonium 
chloride Ciba), a potent 
oral hypotensive agent, 
may be particularly valu- 
able in those patients with 
severe hypertension which 
has failed to respond to 
Apresoline. Esomid acts as 
a ganglionic blocker, in- 
hibiting the transmission 
of impulses through all 
autonomic ganglia. 
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three new agents 
in the control of 
a hypertension 


Complete information 

can be obtained by writing to 

the Medical Service Division, 

Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


A pres oline 


hydrochloride (hydralazine hydrochlo- 
ride Ciba), an agent of choice (for use) in 
the treatment of hypertension. This orally 
effective antihypertensive is believed to 
act centrally to produce a gradual, sus- 
tained decrease in blood pressure while 
increasing blood flowthroughthe kidneys. 











NIGHTS 
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TERROR 





to prevent attacks in angina pectoris 


Nocturnal angina pectoris (as well as day-time 
attacks) responds gratifyingly to Peritrate. 
Investigators report that in patients on Peri- 
trate “insomnia due to pain was much reduced 
and they were able to enjoy reasonably good 
sleep.”' Others had less palpitation during the 
night “and were able to sleep on the left side” 
which they had been unable to do prior to 
Peritrate.” When required, an extra 1-1 1/2 tab- 
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lets taken on retiring brought “striking relief 


Prophylactic Management 
Peritrate—a long-lasting coronary vasodilator 
—prevents rather than relieves attacks. The 
prophylactic action of each dose lasts 4 to 5 
hours. One to 2 tablets of Peritrate, taken 3 to 
4 times daily, can... 


Peritrate @ 


1. reduce the number of attacks and 


2. reduce the severity of non-preventable 
attacks. 


Effective in 4 out of 5 Patients 


Fewer or less severe attacks occurred in 80% 
and 78.4% of patients,’ and in the majority 
the need for nitroglycerin was reduced. Clini- 
cal improvement has been verified by EKG 
findings and exercise tolerance may improve 
measurably.”* 


Available in 10 mg. tablets in bottles of 100, 
500 and 5000. 


Literature and samples on request. 


1. Humphreys, P., et al.: Angiology 3:1 ( Feb.) 1952. 

2. Plotz, M.: New York State J. Med, 52:2012 ( Aug. 
15) 1952. 

3. Perlman, A.: Angiology 3:16 (Feb.) 1952. 
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TETRANITRATE 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


WA RNER-CHILCOTT 
oLaboratevies 


NEW YORK 








points to 


remember about 


Antrenyl ...:. 


Supplied: 


TABLETS, 5 mg., scored; bottles of 100. 


SYRUP, 5 mg. per teaspoonful (4 cc.) ; 
bottles of 1 pint. 


Gilba 
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OXYPHENONIUM BROMIDE CIBA 


New High Petency Anticholinergic 
for adjunctive therapy in 

Peptic Ulcer 

Spasm of Gastrointestinal Tract 


_ 


. Mg. per mg., one of the most potent 
of all anticholinergic agents. 

2. Recommended dosage approximately 

one-tenth that of certain other 

anticholinergics. 


3. No bitter aftertaste. 


4. In individual doses, well tolerated 
and side effects absent 
or generally mild. 


Usually no esophageal or gastric irritation. 


uw 


. Convenient q.i.d. dosage schedule. 


Vin 


. Economical. 


9° 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Two easy-to-take forms: Tablets and Syrup. 


2/ 1902™ 
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Scratcher’” 













=NILE PRURITUS... 


Partly by their low boiling fractions but mainly by their 
reducing action, tars exert their vasoconstrictor, astringent 
and antipruriginous qualities.’ They frequently provide 
welcome relief in senile pruritis, that “most annoying con- 


dition to plague the aged.”? 


ALMAY Tar Bath -—contains Juniper Tar (Oil of 


Cade) in a water-miscible base. Will not discolor skin, hair or bath- 
tub. Two to four tablespoons required to the tub of water, in which 
body should be submerged for about 10 minutes. Room, water and 


towel should be at body temperature 





Juniper Tar Ointment —greascless, non-staining, 
water-miscible preparation containing Oil of Cade, 4%, in a bland 
base consisting of a potassium stearate cream and containing also 
stearin mono-glycerol ester, cetyl alcohol, propylene glycol and 
water. To be applied two to three times daily or whenever neces- 
cary to combat itching. 





DIVISION OF Schieffelin & Co. 
22 COOPER SQUARE + NEW YORK 3, N. Y. 


References: 


1. Rothman, J. and Shapiro, A. L.: Med. Clin. N. Amer. 33:274-5, 
Jan., 1949. 


2. Stieglitz, E. J.: Geriatric Medicine, p. 848, 1943. 
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A Daily Carbohydrate 
Supplement... in 

the Diet of the 

Senior Citizen 








ee 


[FACTS about Karo | BENEFITS trom Karo 


E —for you! —for your patient! 
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1. A complete carbohydrate, 
Karo is a balanced mixture of 
dextrins, maltose and dextrose ...... a direct source of energy. 


2. Exceptionally palatable, 
re well received. 


3. A bland, non-irritating, 
non-residue food. ......cccccces well tolerated. 


4. Readily soluble in hot or 
SA ERE 550s ASS eee ee Oe a convenient sweetener. 





5. Karo is hypoallergenic; 
produces little fermentation in 
the intestinal tract. .......42.s.<s+>s asafe,dependable ijt 

dietary supplement. == 









KARO offers an ideal way to supply a portion 
of the daily carbohydrate needs... by milk modifi- 
cation, or as a sweetener for cereals and fruits. A 
tablespoon of Karo® Syrup yields 60 calories. Pre- 
scribe Karo with confidence for any age. 


Medical Division 


CORN PRODUCTS REFINING COMPANY 


17 Battery Place ¢ New York 4, N. Y. 




















Looking forward 


Papers and authors you will meet 
in the May issue... 
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essentials of Diagnosis and Surgical 
Treatment of Carcinoma of the 
Breast are presented by Dr. Clarence 
KX. Gardner, Jr., professor of surgery 
at Duke University School of Medi- 
cine. Symptomatology and _ differ- 
entiation of malignant from benign 
breast abnormalities are discussed. 
Radical mastectomy is considered 
the operative procedure of choice, 
and extension of the operation to in- 
clude the internal mammary chain is 
advised for patients in whom biopsy 
has shown cancer cell involvement of 
an internal mammary node. 


Through application of selective 
placement techniques and with rea- 
sonable medical supervision, Occu- 
pational Potentialities of the Older 
Cardiac are far greater than is gen- 
erally realized, according to Dr. 
Lewis H. Bronstein, Dr. Leonard J. 
Goldwater and Dr. Beatrice Kresky 
of the Adult Cardiac Clinic at Belle- 
vue Hospital, New York City. In a 
survey of 304 patients over 55, of 
whom 8&2 per cent had some form of 
degenerative heart disease, it was 
found that 53 per cent were classified 
as able to work full time at selected 
occupations. Deteriorated cardiac ca- 
pacity and cardiovascular episodes 
were much frequent amone 
working cardiac patients than among 
the non-working group. 


less 


Electroshock Therapy in Functional 
Psychoses of Old Age is recom- 
mended by Dr. G. Wilse Robinson, 
Jr., associate professor of neurology 
and psychiatry at the University of 
Kansas Medical School, and Dr. John 
1). DeMott, his staff associate at 
the Neurological Hospital, Kansas 
City. Satisfactory results can be ex- 
pected when treatment is applied to 
properly selected patients whose af- 
fective disturbances manifest them- 
selves in over-activity or depression 
or both. Treatment will not benefit 
patients with organic psychoses. 


Writing on Anesthetic Considera- 
tions in Geriatric Patients, Dr. Mel- 
vin L. Bernstine and Dr. A. A. 
Golden of the Albert Einstein Medi- 
cal Center, Philadelphia, conclude 
from a survey of 28 surgical patients 
aged 75 and over that administration 
of the anesthetic is the important 
factor and not the agent or method. 
They advise avoidance of over medi- 
cation preoperatively, use of an in- 
halation agent with high oxygen 
tension to prevent hypoxia, and re- 
gional rather than general anesthesia 
for localized areas. 


a 
For these and other articles, reviews, 


abstracts and special features, read 
every issue of Geriatrics. 
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ETHICAL 


The Stuart Formula is one of the oldest 
ethically promoted multivitamin products. 


DEPENDABLE 


Constant improvements to meet the latest 
medical demands have kept it one of the 


finest multivitamin products available. 


Doctors throughout the nation 


report better results with 


the Stuart 
formula 


TWO TABLETS (average daily dose) stand- 
ardized to contain: 


Boi ane Kw 4. © 6r.s. 5. Se ee eee 
Ba as shave «4 6 6 6 + 6 re 
i ee a ee 
a ee a 
Cais es Acree SO a «ee ete 5 mg. 


Reece sy 6 Yew 
Niacin and Niacin Amide . . . . . 30 mg. 
MG. 6 ss Sas we 6 ts OM 
§50% USP Crystalline \ 
(50% Bj. Concentrates * 
Pammmenol. ... . « « o «+ + « 43 mg. 


Also other members of the B Complex from natural 


5 mg. 


1 meg. 


sources, yeast and liver fraction 2 


MES ie. dy Ne OS LTRS 15 mg. 
ROMUMG Sek we ws eo OURS aie, 
Cobalt 2.6 8 8 ek se ee te) |~6OD mg. 
Copper. . . «+ + + 6 © © © © OFS mg. 
POEUROHOOG 66 8 6 ee we 8 1 mg. 


me. tt te oe ss | 6 OC mg, 


LOW IN COST TO PATIENTS 


Available at all pharmacies 


THE 


STUART COMPANY 


PASADENA 1, CALIFORNIA 








he Stuart 
Zompany 


the Stuart 
formula 


Vitamins 
ADB, Bo Bg 
P-P Bp CE 
Panthenol 
including entire 


B Complex 
and Minerals 


See bock lobe! 


© Sturt 
Company 
\ 


ee 
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WET CONTENTS 98 TABLETS 





THE FORMULA FOR 
MULTIVITAMIN THERAPY 


Vitamins 
ADB, B2 P-P Bg E 
Panthenol 
including entire 
B Complex 
Minerals 
Malt 


MET CONTENTS, ONE PINT | 


MAINTENANCE 
AMOUNTS OF 
IRON & IODINE 


EACH TABLESPOONFUL STUART FORMULA LIQUID CONTAINS: 
A, 5,000 USP units; D, 800 USP units; B1, 4 mg.; B2, 4 mg.; 
P-P, 30 mg.; B6, 0.2 mg.; Panthenol, 4.3 mg.; E, 0.2 mg.; Iron, 
15 mg.; Manganese, 7.5 mg.; lodine, 0.15 mg.; also other 
members of the B Complex from natural sources, malt, malt 
extract and rice polish concentrate. 
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From Early Childhood to Ripe Old Age 


An Orange a Day 


eaten whole for its Protopectins 


Because of their desirable 
behavior within the gastro- 
intestinal tract, the protopec- 
tins can be of benefit to 
everyone—from early child- 
hood to ripe old age. Con- 
verted to pectin within the 
stomach, the protopectins 
tend to lower the pH of the 
intestinal contents, thereby 
promoting better absorption 
of certain noncaloric nutri- 
ents, aid in the removal of 
toxins and harmful bacteria 


when present, and contribute 
to betterintestinal evacuation. 

These benefits can be de- 
rived from oranges only when 
the fruit is eaten whole, since 
the protopectins are found 
mainly in the fibrovascular 
bundles, the juice sacs, and 
the albedo, the white mem- 
brane under the skin. Orange 
juice contains comparatively 
little protopectin. 

“Eat an orange a day” is 
sound advice for your patients. 


Sunkist Growers + Los Angeles 54, California 
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Californiatuizona Onanges 














suspicious 
silhouettes 


in 
diabetes 


detection 


CLINITEST 


BRAND + REG. U.S. PAT. OFF. 


to detect urine-sugar 


AMES 


COMPANY, INC., ELKHART, INDIANA 


Ames Company of Canada, 


12/ 


Every overweight patient presents grounds 
for suspicion of diabetes. “* .among 1,900 
men whose diabetes began after age 35, 
more than 80 per cent were overweight 
(5 per cent or more above average weight 
for age) before the onset of the disease.”! 
In a recent survey the incidence of diabetes 
was found to be 5.7 per cent in individuals 
over 35 who were 10 per cent or more 
overweight: among those whose weight 
was normal or below normal, only 2.4 per 
cent were diabetic.” 


When a “suspicious silhouette” is seen, the 
physician suspecting diabetes can quickly 
and easily test for urine-sugar with 
Clinitest (Brand) Reagent Tablets. The 
test is simple, reliable and direct-reading. 
It is compact and portable, requiring no 
special apparatus and no external heating. 


Clinitest Urine-sugar Analysis Set 

No. 2155 UNIVERSAL MODEL 

Plastic carrying case containing Clinitest Reagent 
Tablets (sealed in moisture-proof foil), test 
tube, dropper, instructions, analysis record and 
Clinitest Color Scale. 


1. Desirable Weights for Men: Metropolitan Life Insur- 
ance Company, Pamphlet T5044, March 1951. 


2. Look for Diabetes, Federal Security Agency, Public 
Health Service, Pamphlet GPO 83-34064, 





Ltd., Toronto 44452 































: : Effective potencies of all hemopoietic factors are 
| N A N EM IA supplied in Armatinic Activated Capsulettes for 
comprehensive antianemia therapy. 
‘ vemen’ / 
g avd 
n Vitamin Biz PLUS Activator 


In Armatinic Activated Capsulettes the desiccated duo- 

denum supplies a source of intrinsic factor to enhance 

the utilization of the oral Biz. In addition, Armatinic 

Activated also supplies folic acid, another demonstrated 

Bi2 potentiator. Patients with macrocytic and microcytic 

i| | anemia, except pernicious anemia in relapse or per- 

nicious anemia with associated neurological symptoms, 

| will be effectively maintained with Armatinic Activated. 

1 \ The markedly increased hemopoietic effect achieved 

with Armatinic Activated provides maximum therapeutic 

\ response at minimal cost. The high therapeutic efficacy 

of ferrous sulfate and ascorbic acid is readily obtained 

\ with small Armatinic Activated dosage to assure a 
prompt and satisfactory hemoglobin response. 

An outstanding advantage of Armatinic Acti- 

vated Capsulettes is their virtual freedom from 

gastrointestinal side-actions. 


\ Each ARMATINIC ACTIVATED Capslette 
\ Ferrous Sulfate, Exsiccated...200 mg. 
SINC eae ces 5 vis he's 10 meg. 
\ eh GORI ee 1 mg. 
\ Ascorbic Acid (Vitamin C).... 50 mg. 


**Liver Fraction Il (N.F.) with 
Desiccated Duodenum...350 mg. 

*The Armour Laboratories Brand of Crystal- 

line By2. 

**The liver is partially digested with duo- 

denum during manufacture. 


\ ea A if Supplied in bottles of 100 and 1000. 
x ‘ 


armatinic 


Development of Hematological 
Intrinsic Factors 

The Armour Laboratories has pio- 
neered in the development of poten- 
tiating and activating hematological 
agents. The use in Armatinic Acti- 
vated of the instrinsic factors as 
supplied by desiccated duodenum is 
a research development of The 
Armour Laboratories. 


Capsulettes 





THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 
world -wide dheprendablhily 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Flavor makes meals appetizing 


for your elderly patients 


Y minimizing the monot- 
B ony, the better flavor of 
Beech-Nut Strained Foods 
makes it possible for your eld- 
erly patients to get far more 
benefit and pleasure from 
their meals. 


Ie, 


JUNIOR FOODS 


The finest of raw fruits, 
vegetables, and meats are sci- 
entifically processed to retain 
their tempting flavor and nat- 
ural food values in high de- 
gree. There is a wide variety 
for you to recommend. 


é ; 
ee BEECH-NUT 
CARROTS 


‘hi STRAINED FOODS 
Le ¢ 





‘ a 
A wide and appealing variety 3 E 
of Meat and Vegetable Soups, areca 
Vegetables, Fruits and Desserts 





have been accepted by the Council on Foods and Nutrition 
of the American Medical Association, not only for feeding 
of the young but also for special diets including the aged. 


for your recommendation. Add zest to soft food diets 
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“WE HOPE TO GROW OLD, 
YET WE DREAD OLD AGE” 


Jean de La Bruyére 


The fulfillment of a long life is an innate 
desire of all, yet the fear of aging is ever 
present. The infirmities that frequently 
accompany old age may be due to 
improper adjustment of the body economy 
to the decline in sex hormone activity, 
nutritional inadequacy, and emotional 
instability. “‘Mediatric” Capsules— 
combining steroids, nutritional supple- 
ments, and a mild antidepressant —are 
Specially formulated to forestall the 
onset of premature atrophic and 
degenerative changes. 





in preventive geriatrics 


“MEDIATRIC” carsutes 








steroid-nutritional compound 


Each ‘‘Mediatric’’ Capsule contains: 


Conjugated estrogens equine (‘Premarin’) 0.25 mg. | Vitamin B,, U.S.P. (crystalline)... ..-- 1.5 mcg. 
Methyltestosterone .......-..-..005...0.22.- 2.5: mg.- | Fee BOtd . «2-2... cca 0.33 mg. 
Vitamin C (ascorbic acid) . | Ferrous sulfate exsic 0 mg. 
Thiamine HUt (8,)..:-352 -.: en eeese yes. 5.0 mg. | Brewers’ yeast (specially processed) 200.0 mg. 

d-Desoxyephedrine HCI_-..-..-....---- 1.0 mg. 


AYERST, McKENNA & HARRISON LIMITED Supplied 
New York, N. Y. Montreal, Canada No. 252 is available in bottles of 30, 100, and 1000 


ont 
$235 
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LIQUID and CAPSULES 


for the common hypochromic and 
hyperchromic anemias; nutritional and 
megaloblastic anemias of pregnancy, 
pellagra and sprue. 


Provides comprehensive therapy with 
Iron, Liver and Vitamins, including 
Vitamin By2. 


THE S. E. MASSENGILL COMPANY « Bristol, Tennessee 


16A 











Synthroid © 


(sodium L-thyroxine ) 


Tablets 


* Trademark 


TRAVENOL LABORATORIES, INC. 


Subsidiary of Baxter Laboratories, Inc. 
Morton Grove, Illinois 


.for the 


effective treatment of 


Thyroid 
Deficiencies 





Synthroid 


Sodium 1-Thyroxine 









The activity of 82 mg of Synthroid 
% equivalent te approxsnotely 
? groms thyroid USF 


Synthroid Tablets are made 
from pure sodium L-thyroxine, a 
drug of definite chemical compo- 
sition and exact physical charac- 
teristics. Prepared synthetically, 
sodium L-thyroxine is free from 
impurities and inactive material, 
and does not require biological 
standardization. All batches are 
identical, and the active principle 
of the tablets is measured accu- 
rately by weight. SYNTHROID 
TABLETS are tasteless, odorless. 
Offered in bottles of 100 in two 
strengths, 0.1 mg. and 0.2 mg., 
SYNTHROID TABLETS are scored 
to permit adjustment of dosage 
in increments of 0.05 mg. 
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CAPSULES CHLORAL HYDRATE - Felons 


ODORLESS * NON-BARBITURATE ¢ TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


71/2 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a normal type of sleep, and is 
rarely followed by hangover.”’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
ee 8 can be easily and completely 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 


3% gr. (0.25 Gm.) 








BLUE and WHITE ar ... awak refreshed.*?* 
CAPSULES 
bottles of 24's DOSAGE: One to two 72 gr., or two to 


100’s four 3% gr. capsules at bedtime. 
7% gr. (0.5 Gm.) 
BLUE CAPSULES 


bottles of 50’s 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.”* 





Professional samples and literature on request 


pharmaceuticals since 1866 
32 Christopher St., New York 14, N. Y. 


MEDICAL MEG. CO, INC. 
ties 


1. Hyman, H. 1: An Integrated Practice of Medicine (1950) 
Rehtuss, ot R. et al: A Course in Practical Therapeutics (1948) 


on 


Goodman, and Gilman, A.: The Pharmacological Basis of 
Tharupeution’ (1941), 22nd printing, 1951. 

joliman, A Manual of Pharmacology, 7th ed, (1948), 
and Usetul Drugs, 14th ed. (1947) 
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on th paul” 
Wuose feet axe 
always dod 


For patients with impaired peripheral 
circulation, RONIACOL ELIXIR ‘Roche 
provides a well-tolerated vasodilator 
in tasty, convenient form. Also 
available in tablets, Roniacol 
(beta-pyridyl-carbinol) is especially 


useful for prolonged therapy. 

















Qeonia bale '- 
a well -Tnated 


rasodlatn — 





Roniacol usually provides effective 
vasodilation without likelihood of 
severe flushes or other side reactions. 
For peripheral vascular disorders and 
for maintenance therapy in angina 


pectoris. 














moderation for variation.. 


in the blended 
diuretic regimen 


In the long-term regimen, Calpurate 
meets the clinical need for moderate 
diuretic action, sustained effective- 
ness, and minimal toxicity. 
Calpurate also promotes in- 
creased cardiac output. 


Calpurate is the chemical com- 
pound, theobromine calcium 
gluconate... unusually free 
from gastrointestinal and oth- 
er side effects... does not con- 
tain the sodium ion. 


to ‘lighten the load’ in 

congestive heart failure 

Calpurate is particularly 
indicated: 

when edema is mild and renal 
function adequate... 

during rest periods from digitalis 
and mercurials... 

where mercury is contraindicated or sen- 
sitivity to its oral use is present... 

“for moderate, long-lasting diuresis in 

chronic cases. 


( | U | te the moderate, 
p ; . non-toxic diuretic 
MALTBIE LABORATORIES, INC. + NEWARK 1,N. J. 


SUPPLIED: Calpurate Tablets of 500 mg. (744 gr.) 
Calpurate Powder 
Calpurate with Phenobarbital Tablets— 
16 mg. (4% gr.) phenobarbital per tablet 
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IN URINARY TRACT INFECTIONS 





rapid response 


“Patients with pyelitis were well 

and doing their usual duties 

within 24 hours...” “. . . resistant 
cases showed remarkable response.” 


high urine levels 
“Terramycin was selected . . . in view of 


high urinary excretion rate following 
small oral doses of the antibiotic.”! 


unexcelled toleration 








“Terramycin is generally well tolerated, 
the percentage of relapses being low 
and the percentage of bacteriological as 
‘well as clinical cures high.” 





1, Canad. M. A. J. 66:151 (Feb.) 1952. 
2. J. Urol. 67:762 (May) 1952. 
3. Ibid. 69:315 (Feb.) 1953. 
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DAVOL 
MAKES LIFE EASIER... 


... for invalids who need rubber 
rings and cushions. All shapes, 
all sizes, all types—for relief from 


pain and for general ease. 















Davol comfort is built in—with 
fine materials, skilled workmanship 


and seventy-nine years’ experience. 


Here is a trio of Davol invalid 
cushions to insure extra comfort 


for your Geriatric Patients. When you 


EAR, ELBOW OR HEEL CUSHION: 
Oval. Outside diam. 8” x 10”, inside 
diam. 142” x 2%”, inflated. Red 
rubber, No. 6707. 


want quality, specify Davol. 


cae 


INVALID RINGS: All rubber, red. 
HORSESHOE CUSHION: 16” diam., No. 462..12” diam. No. 466..16” diam. 
horseshoe-shape, cloth-inserted rubber, No. 464..14” diam. No. 468..18” diam. 


red, No. 476. 


RUBBER COMPANY 


PROVIDENCE 2, RHODE ISLAND 
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‘the difference between 


KNOX GELATINE 


and sweetened gelatine desserts 


Turn about is fair play, doctor! We believe the little lady who gen- 
erally asks the questions can answer this one. Why? Because she is 
one of our best customers and interested correspondents, giving us 
useful ideas and asking for our recipes and dietaries. In this way, she 
keeps up with the home-making side of your patients—your practice. 


A doctor’s wife leads a full life but a good life. From what she tells 
us, she worries about her figure, stays away from excess sweets, knows 
the importance of adequate protein intake—just as you advise your 
patients. 


But she knows something else that’s important! She knows factory- 
flavored gelatine desserts cannot claim a low caloric content because 
they are made with 85 percent sugar! Mighty different from KNOX 
Gelatine (U.S.P.)—all protein and no sugar. 


Supplementary protein is always an important dietary recommenda- 
tion. KNOX furnishes 7 out of the 8 amino acids regarded essential 
and most of the 23 tissue-building amino acids. And with KNOX, 
it’s so easy to make sugar-free desserts if you want to prescribe them. 


Which is why, doctor, we're sure your wife will go along with the 
idea of specifying KNOX to give the patient exactly what you order. 


Available at grocery stores 
in 4-envelope family size and 
32-envelope size packag 





KNOX GELATINE u.s.r. 


ALL PROTEIN NO SUGAR 
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aoe “truly extraordimary’ > results 


in intractable bronchial asthma 


Cortome 


ACETATE 
(CORTISONE ACETATE, Merck) 


In a review article on 
hormonal therapy,' complete 


relief of symptoms was 





reported in 62 per cent of 


116 asthma patients. Another 





24 per cent were made 






“quite comfortable.” = ee 

| , f relief ‘ed Before treatment. Observe typical facies and 
Juration of relief variec tense sternocleidomastoid. 
widely, with remissions 
occasionally lasting as long as 
several months. The author 
calls these results 

“truly extraordinary.” 

Evans, R.R., and Rackemann. F.M.: A.ALA. 
Arch. Int. Med. 90 :96—127, July 1952, 

All CoRTONE After therapy with Corrone. Note relaxa- 


Tablets carry tion of accessory muscles of respiration. 
this trade-mark: 


Cortone ts the registered 
trade-mark of Merch @& Co., Inc. 
for us brand of cortisone. 


MERCK & CO., INc. 


Manufacturing Chemists 
RAHWAY, NEW JERSEY 





© Merck & Co., Inc, 
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To UNTANGLE 
that 
bundle 
of nerves 


BEPLETE—for its tran- 
quilizing effect on your 
tense, overemotional, 
anorectic patient. The 
BEPLETE formula is a 
judicious combination 
of low dosage seda- 
tion and high dosage 
of vitamin B factors, 
including therapeutic 
quantities of vitamin B,.. 


Beplete 


Vitamins B Complex with Phenobarbital 


... highly palatable 
Elixir, and Tablets. Al- 
so available, BEPLETE 
with BELLADONNA 
for combined antispas- 
modic-sedativeaction; 
Elixir or Capsule form. 


Philadelphia 2, Pa. 
< Dissection of nervous system 
by R. P.Weaver,A.M.,M.D., Sc.D., 
late Professor of Anatomy, Hah- 
nemnan Medical College and 
Hospital. Courtesy of Hahne- 


mann Medical College Museum. 
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a boon to the obese aged 


told to lose weight i ao 
SWEET FIGS 


Theoretically it is not difficult to organize a diet which will 
control the caloric intake of the geriatric patient so that 
orderly weight loss may occur. But excessive appetite and 
lifelong faulty eating habits often make it difficult fer many 
oldsters to remain faithful to the weight reduction regimen. 


Soo, 

Even when the protein intake is high and hunger is held in * on VES SY RICH RIPE 
abeyance, the craving for something sweet becomes almost mee PEACHES 
intolerable, and if self-discipline is not sufficiently rigid, 
cheating results. 


* Tasti-Diet Low-Calorie Dietetic Foods are especially de- 
signed to overcome this problem. Because of their unique 
processing (without sugar) their caloric content is as much as 
70% less. 


Tasti-Diet Dietetic Foods—an array of 36 low-calorie fruits, 
vegetables, salad dressings, puddings, jellies, and gelatin 
desserts—can make the difference between success and failure 
in any weight control program. Through their use the reduc- 
ing diet can provide—within the realm of the proper caloric 
limitation—an abundance of salads with tasty dressings, 
luscious fruits in a sweet, rich syrup-like liquid, delicious 
desserts and jellies that satisfy the craving for sweets. 

Physicians are invited to send for Lea 
literature and a representative sample a 


of each category of the foods mentioned. 
GELATIN 


FLOTILL PRODUCTS, INCORPORATED ith 


TASTI-DIET DIETETIC FOODS DIVISION 


Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) J. TANGY 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed DRESSINGS 
without the addition of salt or sugar; Tasti-Diet dress- 
TASTY ings, containing no sugar or mineral oil, are pre- 
pared especially for low-calorie, low-sugar, and 
JELLIES diabetic diets, 











The most significant result in the treatment 


0 
ronchtal 


sthma 





Severe bronchial asthma can now be 
treated in the home and in the office 
with a degree of success similar to that 
obtained with hospital care. Improve- 
ment is prompt and dramatic. Neither 
the patient's age nor the chronicity of 
* the asthmatic condition detracts from 
HP At | HAR Gil the efficacy of ACTHAR treatment, 
in GELATIN) ™ which has stood the most severe of all 

tests of usefulness—the requirements of 


Advantages ce 
8 the general practitioner. The use of the 


Administered as Easily as Insulin: 


disposable cartridge syringe—an im- 
Subcutaneously or intramuscu- E ee 


larly with a minimum of dis- mediately available form of HP* 

comfort. ACTHAR Gel/—can be a life-saving 
Fewer Injections: measure in the medical emergency 

One or two doses per week in . : ; 

sound tasances. which suddenly arises in the course of 
Rapid Response, Prolonged Effect: long-standing ‘“‘intractable’’ asthma. 

Combines the two-fold advan- HP*ACTHAR Gel has demonstrated 


tage of sustained action over 
prolonged periods of time with 


the quick response of lyophilized in many instances of bronchial asthma, 
ACTHAR. 


its Superiority Over customary measures 


and has brought about gratifying re- 
Much Lower Cost: 


Recent significant reduction in 

price, and reduced frequency of 

injections, have advanced econ- *Highly Purified. ACTHAR® is The Armour 

omy of ACTH treatment. . Seat : 

Laboratories Brand of Adrenocorticotropic 
Hormone—ACTH (Corticotropin). 


missions lasting as long as 18 months. 


A. THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 


world -wide. heprendabl ly 


PHYSIOLOGIC THERAPEUTICS THROUGH BIGRESEARCH 
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Searle Research 
Progress Report: 


Continued investigational work has 
resulted in Pro-Banthine, a new anti- 
cholinergic drug with high potency, 
small dosage, minimal side effects, 
agreeable taste and convenient dosage 
schedule. 


The new anticholinergic, Pro- 
Banthine* (brand of propantheline 
bromide) provides a powerful drug in 
the therapy of peptic ulcer, intestinal 
hypermotility and other conditions of 
parasympathotonia. 

The high potency of Pro-Banthine 
permits its use in small dosage. With 
the suggested dosage of one tablet (15 
mg.) with meals and two at bedtime 
there is little likelihood of untoward 
manifestations. 

Pro-Banthine has a pronounced in- 
hibiting action on stimuli at (a) the 
parasympathetic and sympathetic 
ganglia and (b) the effector organs of 
the parasympathetic system. 

Pro-Banthine is produced for oral 
use in 15 mg. sugar-coated tablets. 


SEARLE 


Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 


Top—Section through duodenal 
bulb just distal to pylorus through 
center of ulcer crater. 


Center—Healing ulcer with scar 
tissue and regeneration of tissue 
layers. 

Bottom—Healed ulcer with restora- 
tion of mucosa. 
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MAN is the longest-lived species 
of the animal Kingdom 


Legend to the contrary, even the longest-lived animals 
(principally elephants, tortoises and parrots) 

seldom attain ages beyond 50 years. The famous tortoise 
of the island of Mauritius is one of the rare exceptions, 
and is said to have lived 152 years. * 


*Data courtesy of Roger Conant, 
Curator of Reptiles, 
Philadelphia Zoological Garden 


FOR THE AGING PATIENT 


increase enjoyment, help avoid degenerative ailments 


L. ¢ 


Vitamin-Mineral-Lipotropic Factor Supplement 


POTENCY TO SPARE... The LONGEvi-capPs formula provides abun- 
dant quantities of all those vitamins, minerals, lipotropic factors and a 
capillary fragility antagonist now believed necessary to help maintain 
good health in patients past middle life. And there is potency to spare 
in LONGEVI-CAPS. 


USUAL DOSE: One capsule daily for maintenance, increased to 3 or 4 
capsules daily as circumstances indicate. 


FORMULA: Each two-tone (brown-orange) Vitamin E . WA She. be ee 
capsule contains: Choline bitartrate . . . . . . 100 mg. 
VitaminA... . . 5000 U.S.P. Units MIGUIONING. . . s-. s aa oe 
VitaminD. . es 500 U.S.P. Units (1 C hana eernree mene jl) e 
Vitamin B,. crysti line ...» + sneg, Rutin . . ew ee ek 
Thiamine mononitrate .... 5 mg. Iron (as FeSo, ) oh ~~ emg. 
EEN us, m8 oes ee he 5 mg. Copper (as cupric gluconate) > mg. 
IMME: wk 5 mg. Cobalt (as CoCO;) . ay mg. 
Folic acid . ce ud mg. Manganese (as MnSO, ) a Yies mg. 
Pyridoxine hydrochloride. + se eo ees Moly bdenum (as MoQs) . ).2 mg. 
Calcium pantothenate... . . mg. lodine (as KI) . . ss s a SRB: 
Ascorbicacid ....... . . 100 mg. Fluorine (as CaF,). ).2 mg. 


Bottles of 60, 240 and 1000 capsules, available in all ethical pharmacies. 


PHARMACAL COMPANY, Jasper & Willard Sts., Philadelphia 34, Pa. 
Serving the Medical Profession For Nearly A Third of A Century 








24-hour’ Bpain relief* _ 
forfithe rheumatic patient, with 





abalate 


Clinically proven more effective 
than salicylates alone—and remarkably free 
from toxic effects, even on prolonged administration. 
Each yellow enteric-coated Tablet provides 0.3 Gm. (5 gr.) 
sodium salicylate U.S.P., and 0.3 Gm. (5 gr.) para-aminabenzoic 
acid (as the sodium salt). 
= * e 
Pabalate-Sodium Free is equally effective—for use when sodium intake 
is restricted, as in certain circulatory diseases, and for concurrent admin- 
istration with ACTH and cortisone. 
Each Persian rose enteric-coated Tablet provides 0.3 Gm. (5 gr.) 
ammonium salicylate, and 0.3 Gm. (5 gr.) para-aminobenzoic 
acid (as the potassium salt). 
A. H. ROBINS CO., INC. + Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


* Smith, R. T.: J. Lancet 70:192, 1950 
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“where the liver is damaged 


administration of 


LIPOTROPICS 


is indicated’””* 


ORS 





IN GERIATRIC PATIENTS “a 
“There is no doubt that many persons, especially those 

of advanced age, have functional and structural hepatic 

alterations. Many times the hepatic deficiency is but 

slightly apparent or nonapparent....”! 


IN OBESE PATIENTS 

“The present study indicates the uniform presence of liver 
damage in human obesity as manifested by liver function 
tests and biopsies.”? 
Lipotropic therapy combats fatty infiltration of the liver 
and helps restore normal hepatic function. 


LAKESIDE LIPOTROPICS... three forms for 


optimal dosage and individualized therapy 


1. Pollak, O. J.: Delaware State M. J. 24:157, 1952. Gi 
2. Zelman, S.: Arch. Int. Med. 90:141, 1952. se 








For massive dosage; 


highly palatable, For moderate dosage and 
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sugar-free vehicle. 


LIPOLIQUID 


Each tablespoonful (15 cc.) contains 


Choline* (equivalent to 
9.15 Gm. of choline 


dihydrogen citrate) . 3.75 Gm. 
Vitamin B,, U.S.P. 4.20 mcg. 
Inositol . . . . . 75.00 mg. 


*As tricholine citrate. 
Pint bottles. 
Dosage: 1 to 2 tablespoonfuls 
daily for adults. 
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High dosage capsule 


LIPOCAPS® 
Each orange capsule contains: 
Choline bitartrate . . 450mg. 
di-Methionine . . . 150mg. 
Inositol . . . . . 100mg. 
Bottles of 100. 


Dosage: One capsule three 
times daily. 


supplementation 
LIPOTROPIC CAPSULES 


Each pink capsule contains: 

Choline, dihydrogen citrate 200 mg. 
di-Methionine . . . . 100mg. 
Inositol . . . . . . 100mg. 
Bottles of 100. 


Dosage: 1 or 2 capsules three 
times daily. 

















Clinical Problems in 


Geriatric Rehabilitation 
Michael M. Dacso, M.D. 


HE ADVENT of rehabilitation has materially changed the clinician’s 
approach to the management of the disabling diseases. Medical and 
surgical correction alone is inadequate to lead such patients back to a 
self-sufficient, normal life. The physician of tomorrow will have to learn that 
he is not a mere custodian of physical health but that mental, social and voca- 
tional problems of his patients are also his concern. It is obvious that the 
physician can have no more than a rudimentary knowledge of these border- 
line disciplines, but it is enough if he knows of the existence of these useful 
tools and learns when and to what extent to utilize them. The cooperation, 
or as we prefer to call it, team-work of a well organized group will lead to an 
ultimate goal of “the restoration of the patient to his fullest physical, mental, 
social, economic and vocational usefulness.” 
Without any scientific justification, but from a purely practical basis, 
geriatric rehabilitation can be classified in three main groups : 
1. Restoration of the obviously handicapped patient (hemiplegia, arthri- 
tides, fractures, amputations, and neuro-muscular diseases ). 
2. Restoration of the chronically ill without signs of a manifest disability 
(chronic cardiacs, chronic pulmonary diseases, ete. ). 
3. Restoration of the elderly person who is not obviously ill but whose 
physical fitness is impaired. 


Hemiplegia PRINCIPLES OF REHABILITATION 


At present, there are slightly more than one million people in the United 
States who suffer from hemiplegia as a sequelae of such disorders as cerebro- 
MICHAEL M. DACSO 1s assistant professor of physical medicine and rehabilitation at New York 


University College of Medicine, and director of the department of physical medicine and 
rehabilitation at Goldwater Memorial Hospital, New York City. 
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vascular accidents, tumors and trauma, and so on. For obvious reasons, the 
majority of these patients belong to the older age group. 

It is essential that rehabilitation be started at the earliest possible time, 
that is, after the first acute clinical signs have subsided and the patient's 
sensorium has cleared up sufficiently. Prior to that, it is the physician's 
responsibility to see that the patient is placed in the proper position in his 
bed. The optimal position for a hemiplegic is with the afflicted arm in semi- 
abduction and the flaccid outward rotation of the leg corrected to a normal 
anatomical position. This can be easily achieved with the aid of sand bags. 
Blankets should be thrown loosely over the footboard in order to avoid foot 
deformities. Neglect of any of these early precautions may result in discourag- 
ing and unnecessary complications such as frozen shoulder and fibrous 
ankylosis of the everted dropped foot or different flexion contractures. 

As the initial flaccid paralysis progressively changes to spasticity, pre- 
dominance of the flexor tone may produce flexion deformities which eventually 
lead to subluxation or even luxation. Since it is much easier to prevent than 
to correct deformities, early introduction of suitable exercises and muscle 
stretching is indicated. 

Recently stroboscopic and force plate studies by Marks’ and _ his 
associates proved that although in hemiplegia only one side of the body is 
organically involved, it changes the entire body mechanism in such a manner 
that the function of the non-paralyzed side is also interfered with. Therefore, 
it is very important that in the physical treatment regimen, the unafflicted 
side should receive just as much attention as the afflicted side. 

In hemiplegia, the practitioner most often thinks of a lesion of the middle 
cerebral artery, disregarding the fact that other cerebral lesions may also 
cause unilateral changes. Unusually extensive sensory changes, hemianopsia, 
complete aphasia, and marked mental impairment are all signs of more ex- 
tensive brain damage and militate against successful rehabilitation. 

A disturbance in the body image is also an unfavorable prognostic sign. 
Body image is a person’s picture of his body in his own mind, produced by 
tactile, kinesthetic and optic impressions. Lesions in the parietal or parieto- 
occipital region are those which destroy the commisural and association fibers, 
thus impairing the body image, causing difficulties in perception of the illness. 
(We had an opportunity to observe a patient who, when his attention was 
called to his afflicted arm, denied any knowledge of it and eventually, when 
he recognized the limb, said it was his brother’s arm and did not feel that 
he had anything to do with it.) Extreme cases, fortunately, are rather rare 
but milder clinical pictures of this type can be discovered occasionally. It is 
conceivable how afflictions of this type can seriously interfere with rehabilita- 
tion efforts. 

A careful physical examination will reveal, in almost every hemiplegic, 
peripheral vascular changes in the afflicted extremity. These changes may be 
due to direct lesions in the higher vasometer centers” “* but it must be remem- 
bered that mechanical factors, such as immobility and constant dependency, 
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also tend to alter the physiological integrity of the peripheral vascular system 
of the paralyzed limbs. These vascular changes are more than clinical curi- 
osities. In many patients they cause so much discomfort that, without their 
correction, further improvement in the patient’s condition cannot be expected. 
In the past year and a half, our department has been engaged in a clinical 
experimental project concerning these disturbances, and we hope that in the 
not too distant future we shall be able to report some of our interesting 
findings. 

lor the correction of residual deformities in the lower extremity, braces 
are used extensively to correct foot-drop and eversion and assure a better 
gait. Functional return in the upper extremity is not nearly as good as that 
in the lower, and the management of the hemiplegic upper extremity is pres- 
ently one of the most important problems in rehabilitation. 

In a small group of hemiplegics, the instability of the proximal joints 
(shoulder, hip) dominates the clinical picture. In such cases special exercises 
are indicated to improve the strength and tone of the afflicted muscles. 


Arthritis 


A RTHRITICS, more specifically osteoarthritics, constitute a major part of the 
elderly patient population. Osteoarthritis of the hip joint, malum coxae 
senilis, is primarily a disease of old age. Unfortunately, adrenocorticotropic 
hormones in the degenerative joint diseases did not prove to be as useful as 
in rheumatoid arthritis. Thus, at the present, having no etiological treatment, 
we shall have to rely on rehabilitation treatment. 

One of the main principles in rehabilitation of osteoarthritis or any other 
chronic arthritis of the aged is that though the joint involvement may be 
localized to one, or a small group of joints, the insufficiency of the loco- 
motor system is often disproportionately extensive. Steinbrocker and_ his 
associates, analyzing a large series of elderly patients, suggest that brown 
atrophy of the muscles and degenerative changes of the connective tissues may 
be responsible for the aggravation of the clinical picture. They named this 
complex clinical picture musculo-skeletal inadequacy or failure in the aged. 
Chronic arthritides of the weight-bearing joints produce changes in the 
entire body mechanism. The musculo-skeletal system, in an attempt to com- 
pensate for such changes, will put unusual strain on certain muscle groups. 
These changes, together with disuse atrophy of the painful limbs, contribute 
to the musculo-skeletal failure. Therefore, it is of great importance not only 
to eliminate pain and restore function of the afflicted joint, but also to correct 
the disturbed body mechanism. 

Unfortunately, surgical correction of malum coxae senilis rarely brings 
the expected good results. The reason for this failure is that an operation 
will again change the entire body mechanism, in particular, the static condi- 
tion of the lower spine and pelvis. Since, as it is often the case, these parts of 
the skeleton are also involved in the arthritic process, they are unable to 
compensate for the postoperative changes and will respond with pain to any 
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such attempt. For these reasons, we prefer conservative measures to opera- 
tion and often obtain gratifying results. 

It is well to remember that late sequelae of rheumatoid arthritis and even 
an occasional case of acute rheumatoid arthritis is not unusual in the elderly. 
If deformities are not too advanced, administration of adrenocortico type 
hormones can bring about dramatic improvement. Improvement achieved with 
these drugs, as we know, will last only for the duration of the treatment and a 
short period thereafter. It is important that this period of remission be used 
for intensive rehabilitation, and every effort should be made to restore the 
functional integrity of the joint and muscles while pain does not interfere with 
the treatment. In spite of these efforts, the patient will often be left with 
varying degrees of deformity which will interfere with the simple activities 
of daily life. Certain gadgets and appliances can be helpful in elimination of 
these difficulties and it is one of the main jobs of a rehabilitation specialist 
to devise such aids to suit the patient's individual needs.” 


Hip Fracture 


_ the standpoint of rehabilitation of all fractures occurring in old 
age, hip fractures are the most significant clinically. Approximately 80 per 
cent of all such fractures occur in the 60 plus age group, and of these about 
80 to 85 per cent are women. In a series of 177 patients, 84.7 per cent showed 
satisfactory bony union after one year. In cases with firm pinning, if there 
is no surgical contraindication, we favor the introduction of graded, limited 
weight bearing exercises as early as three weeks postoperatively. The elimina- 
tion of weight bearing can be best achieved with ischial weight bearing 
braces; if such appliances cannot be used or are unavailable, special limited 
weight bearing gait is being taught. Preceding this, in the first three weeks, 
active, passive and resistive exercises are practiced to maintain the function 
of the unafflicted peripheral joints and muscles. 

There is a great deal of controversy as to the management of patients who 
do not develop bony union. One group not only favors surgical intervention, 
but refuses to allow weight bearing ambulation in cases where no operation 
can be performed. Others, like ourselves, have had favorable experiences with 
a more practical approach, allowing ambulation of patients without an appar- 
ent bony union. We do, however, carefully control, radiologically, the fracture 
ends at regular intervals, to avoid ambulation in patients where noteworthy 
displacement can be discovered. In training these patients, we start with 
standing, balancing, and walking parallel bars and only after some improve- 
ment has been achieved, are patients allowed to go through the same routine 
outside of parallel bars with the aid of crutches. After varying lengths of time, 
most of these patients can discard the crutches and use canes only. 

At this phase of the training, we like to use Peszezynzki’s" intermittent 
double step gait pattern in which the patient momentarily stops after every 
second step with the good foot in forward position, only to regain his balance, 
and continues to walk. The short moment of pause gives the patient a 
steadier and safer gait. 
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Amputation 


R EHABILITATION of the elderly amputee is sometimes difficult. Although it 
is not practical to establish rigid rules, it can be said with a fair degree of 
certainty that the old bilateral leg amputee should not be provided with 
prosthesis unless his physical and mental condition is unusually good and 
the condition of the stumps is such that conventional artificial limbs can be 
applied without any technical difficulties. 

The training of such patients is time-consuming and tedious. General con- 
ditioning exercises have to be instituted long before the limbs are provided. 
After the patient has had the limb for a long period, he will use it for standing 
up and balancing in parallel bars and later with crutches. Only after he feels 
entirely secure on his limb can ambulation and elevation training activities be 
started. Even in the best rehabilitated old double-amputee, is it advisable to 
prescribe crutches and not to let the patient walk with canes only. This pre- 
caution is necessary to avoid falls and hip fractures which, of course, would 
make the use of artificial limbs impossible. 

In case of unilateral leg amputation in the elderly, it is a fair rule of 
thumb that if and when the patient is able to learn a good swing-through 
gait without a prosthesis on two crutches, he will be able to master the 
technic of using one artificial leg. 


EVALUATION OF PROGRESS 


eee as it is known, is mainly concerned with restoration of 
the patient to his fullest functional capacity. To record these functional 
changes, a special chart system has been devised which has proved to be very 
useful in our services for the past several years’. This chart consists of a list 
of about one hundred activities essential in normal everyday life (figure 1). 

On admission, every patient is tested for the performance of all these 
activities. If the activity can be performed, the adjoining block is filled in with 
black pencil; if not, the block is left blank. This initial testing gives us the 
necessary information about the patient’s functional shortcomings and in what 
direction the training activities should be conducted. If and when, during the 
training, the patient has learned certain new activities, the adjoining block 
is filled in with red pencil and the date of first performance is indicated. Thus, 
a good picture can be obtained of the progress made by the patient. This chart 
can and probably should be modified according to the individual needs and 
experiences of each institution, but it can be recommended emphatically that 
it should be made a part of medical records in every institution dealing with 
handicapped or chronically ill elderly people. 


A PROPOSED CENTER FOR GERIATRIC REHABILITATION 


| service has been planned by our group*, organized on the basic prin- 
ciple that for a successful rehabilitation of an elderly patient, a mere geriatric 
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DATE___ 
NAME___ - 
DIAGNOSIS —_— 
DISABILITY___ = ; _ acetate 
Method of Recording Test 
1. 
} 2. If activity can be performed, but very slow and labored, 
] 3. If the activity can be performed independently, 
[) 4. 
[] 5. If activity has not been tested, make 
Method of Recording Progress 
(0 1. When the activity can 
A. Bed Activities 
1. Rolling to right and then left 
2. Sitting erect in bed 
3. Meving forward and 
position [eS eas j 
4. Turning body and placing le 
ESS er Peer at Pre eee ree cl L_ 
B. Toilet Activities 
1. Motion of combing or brushing hair....... oO 
?, Motion of brushing teeth aes 
3. Motion of shaving or applying make “up. Se 
4. Motion of washing hands 
5. Motion of washing face ....... 
6. Motion of washing body ....... 
7. Motion of washing extremities............ 
8. Motion of removing dentures ........... 
9. Motion of washing dentures 
10. Motion of caring for fingernails 
11. Motion of maintaining and bed pan.......[ cy 
C. Eating and Drinking Activities 
1. Motion of cutting meat ...... = | 
2, Motion of buttering bread ..... {] 
3. Motion of eating with a fork ............. C] 
4. Motion of drinking out of a glass......... {_] 
5. Motion of drinking out of a cup... : a 
6. Motion of stirring coffee................. 5 | 
7. Motion of drinking with a straw ......... _] 
D. Dressing and Undressing Activities 
1, Putting on undershirt ........... 
-. Putting on shirt 
3. Putting on trousers ........... 
4. Tying tie ...... 
5. Putting on socks 
INE MIMI. Soo ciscca shes eaceauaee 
7. Putting on bra R 
8. Putting on underpants 
9. Putting on girdle 
10. Putting on dress 
11. Putting on stockings 
12. Putting on coat 
13. Putting on hat : 
14. Putting on gloves 
15. Putting on eyeglasses ...............00.. 
16, Putting on braces .........000.00000e 
E. He and 2 Activities 
1. Write name and address ................ oO 
2. Fold letter, place in envelope ; 
WE eS era keen hi Gears os beck sce ] 
3. Open envelope, remove letter ] 
4. Open and close safety pin 
5. Use dial telephone oe 
6. Turn pages of book ...... 
7. Wind wrist watch 
8. Strike match ..... ] 
9. Manipulation of f 
a) buttons M 
b) zippers ..... | 
c) snaps Raa aw a | 
d) hooks and eyes 
©) laces ...... 
f) bows... 
ee ee ne ees 
RU MPMMAEB Gi cnc dcx name ee ee ted 
F. Wheelchair Activities 
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1. Bed to wheelchai1 ae iE | 
2. Wheelchair to bed i 
3. Managing brakes Sa 
4. Raising and lowering foot rests. . rr | 
5. Propelling wheelchair backward 30 feet and 


stopping ..... 
6. Propelling wheelchair forw 





-_WARD_ 


._ APPLIANCE_ 


ical Medicine and Rehabilitation 


AGE. 


_SEX. 


If at the time of the initial ges an activity cannot be performed independently, leave the block blank. 


fill in one-half block. 


fill in the block with black pencil. 


} 


If the activity is not essential for the person’s physical demands, draw diagonal lines in the block. 
mark in center of 


OX, 


be performed independently, fill in the block in red and the date. 


7. Opening and closing door in wheelchair 
8. Wheelchair to chair 
9. Chair to wheelchair 




























10. Washing at sink ..... 

11. Wheelchair to toilet } 
12. Toilet to wheelchair {] 
13. Wheelchair to bathtub ....... P| 
14. Bathtub to wheelchair er 
15. Wheelchair to automobile Td 
16. Automobile to wheelchair a 
17. Wheelchair to floor 

18. Floor to wheelchair 
Elevation Activities 

1. Bed to erect position 

2. Erect position to bed Py | 
3. Wheelchair to erect position ............. i | 
4. Erect position to wheelchair r 
5. Chair to erect position 

6. Erect position to chair 

7. Erect position to toilet 

8. Toilet to erect position 

9, Erect position to tub 

10. Tub to erect position 

IC. a eee 

BZ. Reb EGS OI ose a ks ss ocala 

13. Pick object from floor 


Special Hand Activities 





1. Open and close cylinder lock 

2. Open and close ice box door 

3.. Open and Close Atewers: ... 0:5 sve ssc son 

4. Open and close doorlock with key 

5. Open and close door hook ........ 

6. Open and Close Window. .6f66 <6 eee e sues 
Pel WUINUOWT GUID 6 oss 0's 606 ee canescens 


8. Workshop switch 
9. Work plug switch . 

0. Work push button or bell 
1. Work pull chain light 


Open and close cabinet 





1 

1 

12. 

13. 

14. Turn circular 
15. 

16 

} 





Turn 4-pronged faucet 
faucet M1 
Open and close medicine chest im 
Peat GIG CINOE THMRNS 6 ic acs aon sk waeeeca CJ 
Valking and climbing activities 
1, Walking forward 30 feet .............205 
2. Walking backward 10 feet 
3. Walking sideward 10 feet ............. 
4. Opening door, walking through and return- 
RP Sie aee oes bae CN CEK SVG Rw eA «Ga we M7 
5. Up 15-degree ramp, 3 feet ........ss000% a 
6. Down 15-degree ramp, 3 feet ............ O 
7. Up and down one flight of stairs, one hand 
rai } 





8. Up and down one flight of stairs, no hand | 
* rail 
9. Up standard curb 





10. Down standard curb 
14, 3S WE SRN os css yess 
2, TR ON MN ii eesbs wks ee bus vacate 
Traveling Activities 
i: c ross standard street on green light....... Oo 
2. ae in bus, place coin in turnstile ........[) 
3. Go through turnstile and stand holding on 
pd Se | OP Cr re reir L 
4. Sit down and get up from bus seat 
5. Travel to middle door of bus ............ 


6. Descend from bus to street 








7. Walk to taxi, 10 feet, open door and enter _ 
os ERE ULES ET CER OE ey ee ere ] 
8. Descend from cab, close door and walk 10 
5, OO ECE LENE CLE ee O 
9. Walk forward 300 feet with package nae T] 
10. Carry cafeteria tray with dishes ......... oO 
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clinic is insufficient. The service will consist of three main sections, the first 
offering complete medical and surgical services, including a complete physical 
rehabilitation service and a nutritional consultant. The second, the psycho- 
social service, will include a psychologist and social workers who will work in 
close cooperation with the psychiatrist and the rest of the members of the med- 
ical-surgical section. A domestic relations counselor will help to adjust the old 
patient and his environment to each other and, thereby, to eliminate the friction 
frequently observed when two or three generations are forced to live together. 
In this part we also plan to have housing and legal consultants to take care 
of the special problems arising in these fields. The third, vocational and 
employment service, will consist of a testing psychologist and vocational and 
employment counselor. This section will advise on the vocational training 
and retraining and will attempt to obtain employment for the successfully 
rehabilitated and elderly patient. 

Joint conferences with the participation of all medical and non-medical 
specialists will make it possible to discuss all facets of the elderly patient's 
complex problems and will enable us to render a more efficient and realistic 
service to these people. 

Such a service will not only be useful for the elderly sick of the com- 
munity, but will also render essential counseling service for industry in 
helping them to establish a sounder retirement policy based on the worker’s 
physical and mental status and the ability to perform. 

It is highly desirable that such pilot services be established not only in 
metropolitan areas but also in small communities of predominantly industrial 
and agricultural character. It is hoped that in the future geriatrics confer- 
ences on an international level, we will hear reports from such services and 
by comparing and exchanging experiences, we will assist each other in ren- 
dering better care for the aged. 
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Physical Restoration of the 
Chronically Ill and Aged 


Murray B. Ferderber, m.v., Alfred C. Kraft, M.v. 
and Gerard P. Hammill, m.v. 


N RECENT years many county homes which began as almshouses have 
gradually assumed the role of hospitals for the chronically ill, accepting 
greater responsibility for the health and welfare of their residents.’ 

The adjustment to this change has created many problems that are being 

met successfully by the Allegheny County Institution District. Modern 
structures adapted to immediate and future needs will soon replace the present 
antiquated buildings so unsatisfactory for adequate care of long-term patients. 
Medical services have been improved by maintaining a small but capable staff 
of full time physicians and nurses. To insure complete therapy for large groups 
of patients, the services of consultants in all specialties have been utilized and 
hospital attendants have been trained to perform many routine nursing chores. 
Modern treatment techniques are being used advantageously ; patients requir- 
ing special procedures beyond the scope of the institution are being trans- 
ferred to private general hospitals at county expense. 


OBJECTIVES 


= staff and administration have long recognized the need for a dynamic 
and effective program directed toward the convalescence of those patients 
who have survived acute diseases, or who have developed excessive invalidism 
as a result of chronic illness. A survey was made of the potentialities of 
physical rehabilitation during World War II to determine whether those 
procedures could be adapted to present needs. In 1946 a program was started 
to test restorative methods with the following objectives: 

1. Rehabilitate certain patients sufficiently for return to productive 
employment or at least to their homes. 

2. Train institutional inhabitants to move about with greater facility and 
to care for themselves with less nursing aid. 


MURRAY B. FERDERBER, d@ 1932 graduate of Rush Medical College, is assistant professor 
of physical medicine at the University of Pittsburgh School of Medicine, and con- 
sultant in physical medicine and rehabilitation to the Aspinwall Veterans Hospital and 
the Allegheny County Institution District in Pennsylvania. AL¥RED C. KRAFT, @ 1941 
graduate of the University of Pittsburgh School of Medicine, is superintendent of the 
Mayview County Hospital, and physician-in-charge of rehabilitation services for the 
Allegheny County Institution District. GERARD P. HAMMILL, @ 1935 graduate of the 
University of Maryland School of Medicine, is hospital director of the Allegheny 
County Institution District hospitals at Woodville and Mayview, Pennsylvania. 
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3. Raise patient morale and offset “institutional apathy” by restoring 
personal dignity, liberty, and self-reliance. 
4. Lessen required medical services to these patients, thus diverting more 
help to the acutely and terminally ill. 


ORGANIZATION OF FACILITIES 
‘be ORGANIZE the department, space was made available for a gymnasium 
and therapy rooms. The following simple necessities were provided : exercise 
mats made of salvage mattresses covered with ticking and rubber sheeting ; 
parallel bars and stair training units constructed of inexpensive wood with 
one and a quarter inch pipe for rails; pulley mechanisms made of clothesline, 
awning pulleys, and handles constructed of broom sticks; a shoulder wheel 
improvised from a discarded wheel chair; an old fracture bed reconditioned 
for special exercises ; physical therapy equipment of an inexpensive basic type. 
A humble beginning characterized by fears and doubts among the patients 
soon produced considerable enthusiasm among the disabled. People who had 
already resigned themselves to hopeless futures gained new strength and 
courage when they saw improvement in others of their kind. The program has 
since become such an integral part of institutional care that it is no longer 
necessary to urge patients to participate. Although only those without funds 
for private care are admissible to the institution by law, many financially inde- 
pendent people request admission to engage in restorative procedures which 
somehow appear miraculous to them. 


RESULTS 

R ESISTANCE to the rehabilitation program was soon overcome by expend- 
ing time, effort and patience. Residents developed wider ranges of activity, 
found relief from boredom, and enjoyed a brighter outlook for the future. 
Even though two-thirds of them were over 50 years of age, the results were 
striking.” Of 608 patients participating, approximately 80 per cent became 
ambulant or markedly improved; only 20 per cent failed to show some objec- 
tive measure of improvement. Complete rehabilitation (i.e. productive 
employment) was not always achieved. Because of age, inexperience, lack of 
aptitude, or severity of disability, many were unable to become self-supporting 
outside the institution. However, once a disabled patient is retrained to care 
for his basic needs, his family is usually willing to welcome him home. 

It has been our experience that many individuals are forced into institu- 
tions because their need for personal care would have compelled a family wage 
earner to quit work. Reunion of the family, therefore, is frequently possible if 
the patient can be trained in those functions inherent in daily living : dressing, 
eating, and care of the toilet without assistance; movement from bed to 
wheelchair, to tub, to toilet, and so on; movement about the home by means 
of wheelchair, cane or crutches; home duty tasks such as care of the bed, 
clothing, food utensils, and operation of household fixtures and appliances. 

The value of physical restoration among individuals of productive age 
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has been verified by reports from many sources. Ours, however, has been the 
unique experience of working with physically deteriorated patients from older 
groups, or those disabled to an extent that rendered them useless to society. 
Many had run the gamut of local medical facilities, and were still bedfast or 
severely disabled. Some had been in this condition for considerable time. 

Our clinical records remind us that many cases of severe disability due to 
injury or disease will live far beyond conservative estimates of longevity if 
properly nursed and nourished. Therefore, having observed the splendid effect 
of rehabilitation on patients who appeared to have less than fair prospects, 
our attention was turned to the evaluation of those vegetating in complete 
bedfastness, or helpless discomfort in a chair. These represented the lowest 
category of institutional patients—those who were handed down in despera- 
tion from doctor to doctor, from institution to institution, and from depart- 
ment to department, until the deepest limits of incarceration were reached. 
Conservative opinion suggested that we be wary of rehabilitation of such 
severely disabled people. The dangers of activation to those of poor medical 
background and extreme age were emphasized, but it was felt that careful 
observation and management would minimize the risk so that their lives 
might not be endangered. Our purpose was to gauge the activity each 
individual could tolerate without demonstrable dangerous strain. Even with- 
out statistical detail, it may be stated that not only were results satisfactory, 
but not a single case expired or regressed as a direct or indirect result 
of activation. 


O UR clinical estimates must be re-evaluated to judge how quickly a patient 
may be activated after the onset of disease or injury, and to what degree 
underlying physical conditions necessitate lengthy bed care. Reviews of the 
literature demonstrate the profound detrimental physiologic changes associat- 
ed with prolonged bedfastness and inactivity; at the same time, we recognize 
the need for such rest in many medical disorders.* Of prime importance, then, 
is the necessity to judge clinically the earliest possible time for activity ; con- 
sidering that the benefits of rest are dissipated in proportion to the time spent 
in bed. Only a few disorders preclude physical reconditioning while bedridden. 
It seems obvious that the incessant interruption of rest by many nursing 
rituals may be far more exhausting and injurious than carefully graded 
exercises and/or other therapeutic measures to keep the unaffected portions 
of the body in physical trim while the injured or diseased parts are restored. 

If we are correct in our assumption, then we must also be correct in sug- 
gesting that general hospitals would do well to heed this experience in their 
care of the potential chronic or long-term disabilities. Early ambulation, as it 
is currently practiced, is often successful only for those who will eventually 
ambulate with or without clinical direction.* But the chronically ill and aged, 
for whom it has the greatest value, are often neglected. Hospitals in general 
have not had the incentive to organize teams of trained experts to direct the 
difficult cases toward normal activities. 
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ADMISSION TO REHABILITATION SERVICE 
ja E basic routine for admission to the rehabilitation service is standardized: 

1. Patients whose physical condition might benefit from rehabilitation are 
referred by the staff to the physician-in-charge. 

2. A qualified physiatrist evaluates and prescribes the course of therapy. 

3. Physical reconditioning is instituted. For many patients this begins in 
bed with the aim of accomplishing such basic activities as turning from side 
to side, moving the limbs, ete. 

4. When the individual can tolerate sitting in a chair, he is taken to the 
clinic twice daily. More vigorous physical reconditioning is initiated with 
calisthenics planned to increase vital capacity, restore heart tolerance, 
strengthen flaccid muscles, limber stiffened joints, and, in general, activate 
depressed body functions. Corrective exercises are given to increase strength, 
range of motion, and coordination. 

5. Selected cases are provided with appliances such as braces, artificial 
limbs, hearing aids, orthopedic shoes, ete. 

6. Patients are periodically evaluated by the staff to determine progress 
and disposition 


Amputees 

Justification no longer exists for the prejudice that an amputee is useless 
to society. Nevertheless, unemployed and indigent amputees are still admitted 
to institutions. The usual history is that the patient was provided with an 
artificial limb, never learned to use it properly and eventually regressed to 
dependency upon crutches or a wheelchair. 

We believe that the physician rather than the limb maker or the patient 
must assume the responsibility for gait training. Whether the amputation is 
new or old, the patient is given physical reconditioning and guided through 
the following procedures: preparation of the stump, including proper shrink- 
age, prevention or correction of contractures, and toughening; fitting of the 
limb, and training in its proper use; carefully supervised gait-training. 

In a five-year period, rehabilitation was attempted in a group of 47 lower 
extremity amputees of various types, ranging in age from 47 to 84 years. 
Iifteen artificial limbs were provided, while others had the old prosthesis 
repaired. 





TABLE 1 
RESULTS OF PHYSICAL RESTORATION PRQGRAM AMONG AMPUTEES 

Number Discharged Remaining in 

Age No. Patients To Home To Work Institutions 
40-50 6 3 I 2 
50-60 17 7 6 4 
60-70 15 7 5 3 
70-80 7 I oO 6 
8o 2 2 oO, 0 
47 20 12 15 





It is our belief that advancing age is no deterrent to walking ability. 
However, here and elsewhere in this report our records are incomplete because 
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we have not yet been able to establish an adequate follow-up system for those 



































discharged. Those individuals who are reported as having returned to work 
have been authenticated at the place of employment. 

Some institutional amputees have shown neither interest in, nor desire for 
rehabilitation ; others have co-existent conditions which preclude our services, 
and a few trainees lost motivation when wheel chairs and comfortable rockers 
were available. 

Arthritics 
The steroids were not available for clinical use when this work was started ; 





consequently, none of the patients in our statistical group received ACTH or 


cortisone. A pathologic classification was not attempted for this record, but » 
cases included atrophic, hypertrophic and mixed types. rom a medical stand- oy J 


point, many of these arthritics were static because the disease process had 
limited itself, or because adequate therapy had already been given. Many of 
the patients were sent to the institution because prolonged hospitalization or 
nursing home care had resulted in medical indigency, or because families were 
no longer able to provide care at home. We are not inferring that restorative 
techniques are a cure for the arthritic; we do feel, however, that this type of 
therapy is a useful adjunct to all presently-recognized treatments and that the 
great mass of arthritic sufferers would benefit. Our experience has been that 
the degree of invalidism is greatly increased by psychosomatic influences, 
general bodily deterioration, flexion contractures, atrophy of periarticular 
tissues, and loss of muscle power and mass action. Hence, our procedure was 
aimed at the relief of these factors. The following statistics are based on 
patients who were bedfast or chairfast—one for as long as 18 years. 
TABLE 2 


RESULTS OF PHYSICAL RESTORATION PROGRAM AMONG ARTHRITICS 





Number Discharged Remaining in 
1 ge No. Patients To Home To Work Institutions 
20-30 6 6 oO (9) 








Fractures , 

In this report, fractures of all types are considered, but as one might expect 
from the age of our admissions (75 per cent over 60 years )* the predominant 
injury was fracture of the femoral neck or trochanter. Some occurred within 
the institution ; some came directly from home usually without proper fixation, 
and often after weeks or months in bed; others came from general hospitals, 
either directly or after an intervening period at home. The characteristic , 
common to most, unfortunately, was bedfastness or chairfastness, usually for 
unduly long periods. 
~ Death as an indirect result of these fractures was not uncommon, and 
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Fig. 1. Typical ward in county home. 


Fig. 2. Patients in physical restoration 
Service performing mat exercises. 
Fig. 3. Ambulation for more active pa 


tients. 


Fig. 4. Activities of special female group 


—once bedfast not ambulatory. 


Fig. 5. Dreary environment which pr« 


viously existed for aging and aged. 
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many cases admitted to the institution never reached the facilities of this clinic 
because of the co-existence of severe disease, the occurrence of complications 
or, more than anything else, deterioration following long lapse of time 
between injury and admission. 

The chances for survival from serious trauma are influenced greatly by 
early surgical reduction and early ambulation. 

Any variation from this generality adds to morbidity, and it must be 
emphasized that both factors are equally important. The primary justification 
for early surgical fixation is early ambulation.” While many survived the 
ordeal of closed reduction and prolonged bed convalescence, those who died 
under such conditions far outnumber those who lived. It might be further 
stated that the success of rehabilitation depends greatly upon good operative 
technique, since the principal cause of failure was mal, fibrous or non-union. 
Experience with ischial bearing braces in these cases was poor. 

For those who came to the service early and were treated adequately, 
ambulation was a simple procedure. Those coming late required a clearing of 
complications such as malnourishment, decubitus ulcers, incontinence and 
other urologic problems. Physical conditioning was started in bed, with 
gradual progression to full participation in the program. 

Restoration was attempted among 101 patients with lower-extremity 
fractures, varying in age from 39 to 89 years; 59.4 per cent were discharged 
to home and /or jobs. 








TABLE 3 
RESULTS OF PHYSICAL RESTORATION AMONG PATIENTS WITH FRACTURES 
Number Discharged Remaining in 
Age No. Patients To Home To Work Institutions 
40-50 s 3 3 2 
50-60 24 8 2 14 
60-70 29 13 & & 
70-80 30 19 2 9 
So 10 ri oO 8 
101 45 15 41 
Hemiplegics 


In the physical medicine service 196 hemiplegics of various etiologies were 
treated, ranging in age from 28 to 89 years. Again, as in the case of hip 
fractures, many patients from the institution were unable to participate due 
to the severity of underlying and complicating disorders. 

We fully agree with current opinion that there is little reason for the 
passive treatment of cerebral vascular accidents.° Our experiences indicate 
that the difficulties encountered were often induced by a lack of preventive 
measures immediately following the accident. The distressing factors of 
painful shoulders, ‘‘claw hands,” foot drop with eversion, inversion, or exter- 
nal rotation, and knee contractures must be prevented from the very begin- 
ning. The procedures are quite simple and since they involve no exertion or 
discomfort to the patient, can be initiated during the acute stage : 


1. Sandbags along the lateral side of the leg to prevent external rotation ; 


- 2. Support the foot at 90° to prevent achilles shortening and footdrop ; 
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3. Placement of a pillow in the axilla to prevent contracture of the shoul- 
der adductors. 

In addition, all joints are gently taken through their full functional range 
each day. If the patient is destined to recover, he then has been given the best 
possible advantage for further activation. 

Criteria for accepting patients on the service were flexible. Above all, they 
needed at least a spark of courage. The return to independence required the 
spirit and the ability to help one’s self. The success of rehabilitation was 
determined by the rate at which the patient acquired personal responsibility. 
Some came to us with the misconception that we were offering an easy and 
miraculous procedure. They soon learned that most of our work was to 
guide and teach, and that the labor required’ for results was a responsibility 
which they had to assume. Beyond the personal criteria, the patients had 
careful surveys of their physical tolerance, the status of their vascular condi- 
tion, and the severity of complications. Incontinence of urine and feces was 
not a cause for rejection ; in our experience it abated as the patient’s personality 
redeveloped. Hypertension, as long as it was stabilized, was not aggravated. 
Renal function, respiratory capacity, vasomotor responses, and cardiac toler- 
ances improved if the procedures were properly graded. We had no unfor- 
tunate experiences of further breakdown as a result of therapy, probably 
because of careful pre-clinical assays and periodic checkups. Our philosophy 
has been that people in all walks of life subject themselves to physical danger 
many times during the average day; rehabilitation, although it may present 
some degree of danger even under controlled conditions, at least has the 
distinct possibility of rendering the individual much more useful to himself 


and society. 





TABLE 4 
RESULTS OF PHYSICAL RESTORATION AMONG HEMIPLEGICS 
Age Number Patients Number Discharged 

30-40 7 6 
40-50 33 15 
50-60 60 19 
60-70 66 26 
70-80 28 8 
So 2 oO 

106 74 





‘rom this group, 74 were discharged to their homes. We have not enumer- 
ated those who might have returned to gainful occupation. Many were house- 
wives who resumed some portion of their duties, and some were older males 
who could assist in home activities. Their families were pleased to have them 
back when they were able to care for themselves. There were 12 deaths in this 
group, yet none occurred during the phase of rehabilitation per se. Eighty- 
eight patients were definitely improved, but remained in the institution. The 
latter had been confined to their beds, but after training were able to ambulate, 
attend more to their personal toilet and live in greater comfort. They were, in 
fact, reclaimed from the scrapheaps of human derelicts. Twenty-two additional 
cases improved subjectively, resulting, perhaps, from the group therapy con- 
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cept wherein motivation is inspired by observation of the increased activity 
of others. 

In evaluating our data several clinical observations proved interesting. 
The span of time between the stroke and the inception of rehabilitation ranged 
from 13 days to four years. When activity was started sooner, progress was 
more rapid and patients were discharged earlier. In the delayed group, some 
had been hospitalized for many months or years, with little done toward 
activation until the advent of this service. Although they presented a decidedly 
more difficult problem, we found that they had much more physical reserve 
than we had suspected, and that only courage, willingness, and some trace of 
ability were needed to assure a more mobile existence. 


PHYSICAL RESTORATION OF BEDFAST PATIENTS 

Bs OcrosBer 1950, the service was expanded by new facilities in the female 
infirmary. The medical staff selected women who had been bedfast for periods 
from two and a half to six years. The reasons for this additional study were 
twofold: More detailed information was needed (1) to determine the phase 
in which bedfast patients were activated enough to use the special equipment 
of the gymnasium, and (2) to appraise the rehabilitation potentialities of 
those with little or no physical reserve. 

These patients had been confined in large wards for a long time. All of 
those selected were bedfast except perhaps for short periods in a chair. The 
majority were hemiplegics with hypertensive backgrounds. They were 
unable to visit a bathroom or to use a bedpan comfortably, and had become 
incontinent by habituation. Their physical appearance was depressing and the 
odor of excreta, despite many clothing changes, was objectionable. Their 
uncleanliness was due to lack of personal interest, and the inability of person- 
nel to gain their cooperation in tidiness. As a natural consequence, they be- 
came accustomed to their lack of good bodily sanitation. 

These patients were removed to a separate ward, and the long road to 
physical restoration was started. Most were unable to sit up longer than a few 
minutes without vertigo or other signs of distress. Once the routine was 
established, there were striking and favorable changes in personality: dis- 
appearance of institutional apathy, appearance of animation, expression, con- 
versation, and a willingness to try anything. To facilitate this restoration, 
some simple bed appliances were devised’ : 

1. A rope tied to the foot of the bed for assistance in coming to a sitting 
position, using the good hand. 

2. Pulleys constructed of clotheslines and sections of broom handles for 
mechanical assistance in increasing the range of motion. 

Persistence in muscle training produced a flicker here, a trace there, indi- 
cating that nerve supply in some parts was still present although incomplete. 
Strangely enough these patients actually thrived under benign regimentation. 
Many of them are still hypertensive, it is true, yet physical reactivation has 
made little or no change in laboratory or physical findings. Incontinence has 
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disappeared except in one or two instances where the individual, during sleep, 
was unable to control the bladder. The group was taught to use bedpans with- 
out help, and they did so with a great deal of facility with one useful arm. 
Despite the short duration of this program and the magnitude of the problem, 
some of these patients have become ambulant while others have gone home. 

Since the inauguration of this new service hemiplegics who have had 
strokes more recently have been admitted. Actually, they are no different 
than those with whom we started, except that the former had been neglected 
for longer periods from an activation standpoint. It is now routine that 
following admission to the hospital, physical restoration begins immediately 
after evaluation by the staff physician. 


DISCUSSION 

, were many problems in organizing the rehabilitation service. In our 
institution, the trial and error method was time-consuming but necessary 
since any definitive routines for this type of program were yet unavailable. 
Diligent search failed to uncover any similar methods in existence; impetus 
for the movement had to spring entirely from our own efforts. It is therefore 
extremely difficult to circularize the record of our progress, but personal 
observation would certainly provide a valuable guide for those who choose 
to follow the example. 

In view of the foreboding promises of the average county home, it has 
become gratifying to have people—both young and old—request admission 
for help in overcoming their disabilities. This fearless, hopeful attitude not 
only measurably changes the general character of institutional patients but 
removes much of the stigma and hopeless feeling attendant upon entering 
public facilities. 

Public institutions for the aging and aged are for the most part very 
dreary places. Most people entering such “homes,” even though voluntarily, 
feel that such admission is equivalent to the “last mile.’’ Certainly it is rare 
to find public institutions providing the comforts of our middle class homes ; 
but they do at least offer the security of food, clothing, living quarters and 
medical service. Humdrum routine begets institutional apathy, and too fre- 
quently this phlegmatism is transmitted to and affects administrators, phy- 
sicians, nurses and attendants. 

Managers of private or endowed homes for the aged sometimes contend 
that our patients differ from theirs in physical ailments, social strata, and 
educational levels. But the pathologic physiology for the aged is no different 
and remains a common leveller. 

We believe that one of the functions of a public institution is to lead in 
the care of older citizens, and to advance a pilot program for others to follow 
and to improve. We further believe that organized medicine should serve as 
a guide and center of information for any program which concerns the 
chronically ill and aging. Medical students who will be charged with the 
care of these people should be prepared to accept as part of their training and 
knowledge the degenerative processes which affect every human. As a matter 
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of fact, some of our more progressive medical schools are teaching the prin- 
ciples of rehabilitation throughout the entire curriculum. 

Of 608 patients referred to the physical medicine rehabilitation service, 
122 showed no tangible improvement. Of the remaining, 207 were discharged 
to their homes and /or gainful occupation, and 232 were improved and made 
ambulatory within the institution itself. Besides the groups described in this 
report, we care for all of the multiple long-term disabilities commonly found 
among the aged. In analyzing our data—and perhaps this may be due to a 
scarce labor market—we believe that many more of our patients have returned 
to work, but the inadequacy of our liaison and social service case work pre- 
vents giving more specific data. We have enumerated as specifically as pos- 
sible those individuals who have returned to gainful occupation; this should 
not be interpreted as a percentage of the total population of the hospital, but 
only of those who participated in the rehabilitation program. 

PRACTICAL CONSIDERATIONS 
: are further practical considerations which organizations of our type 
must bear in mind: 

1. Every institution faces the problem of maintaining adequate patient 
turnover. The relatively long and necessary stay of increasing numbers of 
patients has led to overcrowding and to shortages which in turn create a 
waiting list. Therefore, any measure which facilitates discharges is of value. 
Of our group, 34 per cent were returned to home and/or job; and additional 
38 per cent were made ambulant within the institution, thus making it pos- 
sible to avoid the overcrowding of hospital facilities by utilizing available 
home space. 

2. The shortage of trained hospital personnel is probably felt much more 
severely in large institutions than in private hospitals. Such shortages must 
be controlled to avoid inflicting hardship on patients who require attention. 
Here, then, is a program in which patients who otherwise would have 
remained major nursing problems have become ambulant and _ relatively 
independent. Nursing care required by this group having been reduced, atten- 
tion can be focused on more needy individuals. 

3. In the matter of costs, multiplication of per diem by patient days 
eliminated through discharge demonstrates vast monetary savings. Despite 
the fact that fixed capacity hospitals do not actually realize a budget reduction 
equal to this amount, the savings are real. Further, we recognize that the 
patient who becomes ambulant within the hospital ordinarily requires fewer 
drugs, less special dietary and nursing services, all of which results in 
tangible economies. 

4. The patient who can be restored to a job can be erased from the public 
expense account and become a tax-paying wage-earner. 


FUTURE PLANS 


In planning for future hospital needs, particular effort has been applied 
toward adapting every feature to the requirements of long-term patients. 
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Some of the unique features of a new building presently under construction 
are: 

1. A complete floor of the hospital is devoted to rehabilitation services, 
with integral ward units throughout. 

2. A modified colony plan is carried out in the ambulant section, providing 
for the congeniality of small groups despite the immensity of the project. 

3. Since fresh air, sunshine, and lawns are enjoyed as well as being bene- 
ficial, the rolling terrain is utilized to provide direct ground access for 
1100 patients. 

4. The most striking innovation is a centrally located recreational center 
highlighted by a multilevel auditorium that can be entered from four different 
floors without using ramps, stairs, or elevators. 

Provisions are made:for the operation of rehabilitation services on the 
same level as medicine, surgery, neurology, radiology, and other departments. 
Some form of rehabilitation will be carried to every patient admitted. 


SUMMARY 
Charged with the responsibility of caring for people whose only failure 
is medical or economic indigency, our efforts must be directed toward 
encouraging fruitful life, with productivity and accomplishment despite 
age or disability. 

The challenge of our aging population demands that concentrated 
national effort be expended to reduce the need of institutional care of the 
handicapped and aged indiivduals. Certain tasks, therefore, stand im- 
perative : 

1. Research must be directed toward the prevention, treatment, and 
reduction of disability from chronic diseases. 


~ 


2. Public officials and professional groups charged with the medical 
responsibilities must be kept informed of the development of pro- 
cedures such as rehabilitation. 

3. The disabled must be trained to live productively. 

4. Middle-age workers must be re-evaluated physically and vocationally 

to insure maximum productivity in later years. 

Handicapped people who are able to contribute to the national 

economy by productive labor must be provided with satisfactory 

job opportunities. 


oa 
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Retrainin g the 


Elderly Hemiplegic 


Marjory W. Warren, M.D. 


VEN after many years of work in the clinic field of geriatric medicine 
and with the experience of hundreds of hemiplegic patients, it is 
difficult to imagine the feelings of a healthy patient who suddenly 

finds himself completely immobilized, often with loss of speech, doubtful of 
any recovery, or even certain in his own mind of no recovery. And yet it is 
this class of patients, probably more than any other, which attracts no inter- 
est and often gets little active treatment. The subject is infrequently taught 
to medical students because, compared with other subjects, little is known 
by those who teach students most. Lack of treatment or undertreatment does 
not kill, but leads only to a lingering existence often with malpositions, 
double incontinence, pressure sores and mental apathy. 

Patients become irritable and frustrated at first and later faulty in habits 
and entirely disinterested, adding weight to the flesh and nothing to the 
intellect or soul. Friends and relatives visit for a time and then consoling 
themselves that the patient no longer really appreciates company, cease com- 
ing. Patients present difficult and heavy nursing cases, but continue to live 
on sometimes for 10, 15 or 20 years in such a state. From the patients’ point 
of view nothing could be worse or more useless; from the relatives’ and 
friends’ point of view nothing more distressing; from a community point of 
view, nothing more uneconomic. 

Hemiplegia, it is well to remember, is a paralysis or paresis of one-half 
of the body (that is an upper and a lower limb and one-half of the trunk). 
It may be associated with aphasia, sensory loss, ataxia, eye symptoms or 
hemianopia, as well as mental changes. Probably all patients with a hemiplegia 
have had some mental changes either temporary or permanent. By temporary 
is meant the initial unconsciousness which may be only momentary, and the 
varying periods of mental confusion which are usual after a cerebral catas- 
trophe. Permanent change is manifest by some irreparable impairment of 
memory or of mental capacity. One must therefore consider treatment of the 
psychological and the physical condition. 

Although hemiplegia is not a condition confined to older patients, yet it 
is certainly found more commonly in the upper age groups, and it becomes 
one of the major problems in a geriatric unit. 

Again, while arteriosclerosis cannot claim all cases of hemiplegia, yet it 
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may be said to be responsible for the majority. The causes of hemiplegia 

may be listed as: 

1. Cerebrovascular catastrophe i.e., cerebral embolus, cerebral thrombosis, 
parenchymal hemorrhage and subarachnoid hemorrhage 

2. Primary tumor of the brain (benign or malignant ) 

3. Cerebral metastases 

4. Trauma 


Of these, a cerebrovascular accident is by far the commonest and probably 
a cerebral thrombosis the most usual. In the author’s experience among 
elderly patients, the next commonest cause is a cerebral metastasis from an 
occult neoplasm, e.g. symptomless carcinoma of the colon or bronchogenic 
carcinoma or an unsuspected meningovascular luetic infection. 

In order to obtain the best results, it is essential to get a good history and 
to make a full clinical examination prior to starting treatment. A good history 
will often give valuable information concerning recent or previous cerebral 
catastrophes, evidence of arteriosclerosis such as change in behavior or men- 
tal capacity, evidence of malignant disease such as loss of weight, or of 
luetic infection. 

A full clinical assessment should include (1) full clinical examination, 
(2) examination for neoplasm, (3) lumbar puncture with examination of 
cerebrospinal fluid and record of intracranial pressure, and (4) blood exami- 
nation. Only after such an examination should one normally be willing to 
start treatment. Prognosis should be given guardedly, bearing in mind pos- 
sible relapses and recurrences and the possibility of further arteriosclerotic 
manifestations such as coronary insufficiency. 


MANAGEMENT OF THE PATIENT 
Ww ITH a good history and after such a clinical assessment, treatment 
should be started as soon after the catastrophe as possible and should be con- 
ducted with physician, medicosocial worker, nurses, physiotherapist, occu- 
pational therapist and speech therapist working as a team. 


Treatment may be described as : 


. ._, § preventive—reassurance 
Psychological igi 
" ) active—encouragement 


eg j preventive measures 
Physical ; : 
: ) active exercises 
Psychological treatment—preventive 
rom the moment that the patient regains consciousness (if he loses con- 
sciousness) or as soon as he is seen after the catastrophe, he should be 
assured that he will have full and continued treatment, care and medical 
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advice. Social difficulties should be discussed with the medicosocial worker 
and all possible causes of mental anxiety removed. Without such reassurance 
an anxiety state will develop which will lead to a variety of mental traits, 
each detrimental to the patient’s progress. - 


Psychological treatment—active 

Throughout treatment, the patient’s morale should be built up and he 
should be encouraged at every stage and in every possible way. Unless there 
is real medical interest in his progress he will not do as well as he could. 


Physical treatment—preventive and active 

On the physical side, preventive treatment is implemented to avoid mal- 
positions and contractures of limbs, pressure sores, chest infection and 
mental apathy and depression. Active treatment is undertaken first of all to 
restore as full functions as is possible, and second, to make the patient as 
independent as possible and to teach him to live intelligently with his 
residual disability. 





GENERAL PRINCIPLES OF TREATMENT 


1. The position of limbs must be observed principally for the purpose of 
avoiding flexion, external rotation and adduction deformities. The develop- 
ment of any of these deformities will prejudice treatment. 

2. Movement of all joints must be undertaken actively when possible, other- 
wise passively to avoid contractures and stiffness. The joint which is most 
readily affected in this way is the shoulder. 

3. In every case the patient's cooperation must be obtained as early as pos- 
sible, so that he can undertake as much of his own re-education as is feasible ; 
thus, interest must be retained throughout treatment. A patient should never 
have done for him anything in the way of self care that he can do for himself, 
such as washing himself, brushing and combing his hair, feeding himself and 
dressing and undressing. These latter operations afford some of the best 
physiotherapy possible. 

4. The patient should never be touched or handled unless it is absolutely 
necessary. When a patient is handled it is difficult for him to be sure how 
much help he has had. Often hemiplegic patients are heavy and easily tire 
nurses, physiotherapists and even doctors, and when staff get fatigued they 
not uncommonly decide to take an easier post, and tend to go to help the 





younger and more active patient. Patients must learn to use rails, crutches, 





poles and multi-legged sticks and not to lean on people. 
Exercises may be divided into those which are done in bed, on the bed, at 
the bed end and away from the bed. Briefly these may be described as follows: 


Exercises in bed 





Upper limb, Patient lies with his upper paralyzed limb outside the 
bed clothes 
(a) For observation of the position of the limbs. 
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Fig. 1. Patient with right-sided hemiplegia soon after cerebrovascular ca- 
tastrophe showing lower limb supported in slings and springs to encourage 
movement and overcome contractures. 
2. Right-sided hemiplegic patient showing mal-position in bed if un- 
Fig. 3. Hemiplegic patient locking hands prior to undertaking arm exercises 


in bed. 


Fig. 4. Hemiplegic patient doing exercises for upper limbs in bed. 


Fig. 5. Patient with overhead support to assist in pulling into a sitting position. 


6. Hemiplegic patient standing at her bed during rehabilitation, show- 
ing position of feet against bed-end board. 


Fig. 7. Patient in the final stages of rehabilitation using a tripod stick, after 
learning to walk holding onto a rail. 
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(b) To avoid the weight of bed clothes on the limb. 
(c) To encourage movement of the limb by the sound limb. 
Lower limb. The lower limbs 

(a) Should be protected by a cradle to keep weight of bed clothes off 
paralyzed lower limb. 

(b) The position should be observed to correct malpositions. 

(c) Patient should be encouraged to move limbs as soon as power 
returns. 

Trunk. It is often forgotten that a hemiplegic patient has paralysis of 
trunk muscles. These should be re-educated by getting the patient to pull 
himself into a sitting position, by means of a rope pulley attached to his bed 
end or by sitting up from a semi-recumbent and later from a reclining posi- 
tion. Such exercises strengthen abdominal muscles. 

ISxvercises on the bed 

As soon as a patient is fit to increase his exercises and especially when 
he is considered fit to exercise the lower limbs, then he should dress or be 
dressed to lie on the outside of his bed when he will have greater freedom 
for movement. At the same time, the early wearing of clothes will do much 
to increase morale and for this period a dressing gown and soft slippers may 
be allowed. At this stage, too, an overhead beam, or a Guthrie Smith frame 
with slings and springs, may prove very useful, both in avoiding malpositions 
and in increasing movements of the paralyzed limbs. 

Exercises at the bed end 

As soon as the patient is fit, he should sit out of bed at the bed end for 
“bed end” exercises. He should usually be fully dressed and in leather walk- 
ing shoes. Sitting at a bed end with a rail 2’ 9” to hold and a bed end board 
(4 feet wide and 4” x 4” in section), placed on the floor across the foot of 
the bed, the patient must learn to stand unaided from a sitting position. This 
is the most important stage in the whole rehabilitation of a hemiplegic 
patient, for unless he can be taught to stand in this way, he cannot learn 
to walk. 

When he can sit and stand with confidence, then he learns to raise his 
feet while standing and holding on to the rail at the foot of the bed. Next he 
should learn to step across the bed end, still supported by the rail and with his 
toes pointing to the head of the bed, supported by the bed end board. 
Exercises away from the bed 

The patient, grasping another rail, now learns to walk forward with an 
assistant beside him, but not usually touching him, or at the most only giving 
token support by grasping clothes at the armhole of jacket or frock. 

From the rail he should be weaned to the use of a three-legged stick and 
later if possible to an Ordinary stick. All patients should learn to walk on 
the stairs, because no matter on what level they live, there are always front 
door and back door steps. 
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SPECIAL PROBLEMS 


C ERTAIN additional problems arise in connection with some hemiplegics 

which need especial care and patience. These include : 

1. Re-education of the aphasic patient to speak through speech therapy. 

2. Education of the right-handed hemiplegic to use his left hand for those 

things which he has previously performed with his right hand, including 

writing. 

3. Re-education of the gravely ataxic patient. 

+. Re-education of the hemiplegic who already has a handicap, such as 

arthritis of hips or knees, Parkinson’s disease, or a previous amputation. 
Finally, prior to discharge, it is well to demonstrate the patient's ability 

to his own relatives and friends so that he and they may know how best to 

plan for the future. In many cases (probably in nearly all cases of hemiplegia ) 

a medical follow-up system is advised, since this gives the patient confidence 

and stimulates his own continued activity. It assures the relatives that there 

will be continuity of treatment and advice and it is of tremendous educative 

value to medical staff and others. 


SUMMARY 


1. Hemiplegics form a large number of patients entering a geriatric 
unit for treatment and also a large number of patients in private 
practice. 


2. It is possible with knowledge and correct methods to obtain a large 
measure of improvement and restoration of function in the great 
majority of those who survive a cerebral catastrophe. 

3. Treatment should begin immediately after the catastrophe and should 


continue until the maximum results have been obtained. 


4. Emphasis must be laid on independence and activity. 


wal 


The quality of work depends upon good teamwork, continuity of 
treatment and meticulous care of detail. 

6. The results of treatment often give years of happiness to the patient 
and relief of anxiety and burden to the relatives and to the community. 


Since old age is not only a congregation of diseases, but even a disease 
of itself, and that incurable save by death, the best thing next to a remedy is 
an abatement of the malady. When infirmities are grown habitual and rem- 
ediless, all we can do is to give them some respite and a little alleviation that 
we may be less sensible of the smart and sting they smite us with. 

Owen Feltham in Resolves, Divine, Morall, and Politicall, 1620. 











Rehabilitation in 


Malum Coxae Senilis 
Aladar Farkas, M.D. 


HE surgical approach to the problem of malum coxae senilis could 
hardly fulfill the hopes which both the medical profession and the 
patients pinned on it. 

Fusion gave only a temporary relief with the fused area subjected to the 
everlasting processes of bone resorption and apposition, bringing about 
unwanted changes in the position of the extremity. The mechanics of the 
body cannot be counteracted or modified so as to force the fused area to pre- 
serve the mechanically favorable position achieved at the time of intervention. 
The subtrochanteric or intertrochanteric osteotomy only partly blocks the 
activity of the very factors which made the operation necessary; although it 
is still the best of all surgical approaches it leaves the patient in a functionally 
disadvantageous state. Arthroplasty either by means of the Smith-Peterson 
cup or by other methods has been losing ground rapidly, since the results 
failed to justify both the surgical risks and the very prolonged after-care. 
The replacement operations by means of acrylic or metal prosthesis are 
physiologically unsound, since the insertion of an inorganic material into 
bone fails to take into account that the cut surfaces left open necessarily will 
proceed producing bone, and the marrow cavity will enlarge under the pres- 
sure of the inserted stem. Thus the prosthesis is exposed to instability which 


no method can overcome. 


WV HILE the surgical procedures enumerated amount to the mutilation of a 
joint, functionally not to be substituted by any other joint of the lower 
extremity, Camitz’ idea of cutting the obturator nerve presented a relatively 
minor and plausible approach to the most aggravating aspect of the problem, 
that of pain. His approach disregarded the deformity, which patients would 
gladly accept if their sufferings were relieved. Tavernier, the best known 
exponent of the method, started with the original denervation, proceeded to 
the cutting of the fibers of the sciatic nerve taking part in the nerve supply 
of the joint capsule, and ended up with total capsulectomy as the only remedy. 
Trillat and Lacour found the capsulectomy justifiable because of its “Proper 
conception in a surgical era when the results of arthroplasty were found fre- 
quently disastrous, and the fusion ought to be regarded as a last resort not 
to be employed but in desperate cases”. It is however hard for a surgeon, 
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when he has gone all the length to perform the capsulectomy, to stop at that 
stage and leave the rest of a largely destroyed joint alone, the more so because 
of the questionable results of the denervation procedures. 

So it beomes imperative to preserve the joint by all means at our disposal. 
This can be achieved and the results obtained prove the conviction that the 
worst looking osteoarthritic joint is worth saving because it is superior to 
its smoothest looking substitutien. 


CLINICAL FEATURES OF MALUM COXAE SENILIS 


Three outstanding features govern the clinical picture of malum coxae 
senilis: (1) the pain, (2) the deformity, (¢3)its intimate relationship to the 
process of aging. While the deformity is mainly related to etiologic factors, 
the pain is necessarily related to both the deformity and the process of aging. 

The method of rehabilitation advanced in this study disregards the factor 
of etiology, and regards the deformity only insofar as it is connected with 
the causation of pain and disability. The deformity consists of two main fac- 
tors. One is the subluxation with the greater trochanter riding high; the 
other is the contracture. In the majority of cases the lower extremity is in 
flexion-external rotation-adduction, although extension forms have been also 
encountered rarely. Subluxation and the changed position of the greater 
trochanter are final traits with limping following in their wake, since the 
gluteus medius becomes so unfavorably situated that it cannot achieve the 
elevation of the pelvis during the phase of gait when the healthy extremity 
performs its swinging maneuver. In the latter also the adduction contrac- 
ture of the affected hip plays a part because no true elevation of the swinging 
side of the pelvis can be brought about without simultaneous abduction of the 
hip of the standing side. Pain is the least important of the factors causing 
limping. It has been shown that, although pain subsided and did not recur 
even in follow-ups after several years, the limping remained. 


DEVELOPMENT OF PRESENT METHOD 


| ale factors have been taken into consideration in the development of the 
present method of therapy, now universally applied in all localizations of 
degenerative arthritic conditions either in single joints or in the spine: (1) 
the contracture; (2) the venous congestion and the edema; (3) the false con- 
ception of the physiology of the articulations; (4) the false conception in the 
interpretation of the x-ray and pathologic anatomical findings; (5) the role 
of the process of aging. 

The theoretical foundation of the method seems to be sound if for no 
other reason than the excellent results enabling formerly incapacitated people 
to resume and carry on their former occupation with as little discomfort as 
possible in a serious, chronic, crippling condition. 

The method has gone through several phases; two of them have to be 
mentioned. When the first series comprising over 100 cases was undertaken 
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for study, pain and its suspected cause were the chief considerations. In all 
degenerative arthritic conditions pain is regarded as caused by ischemia in 
the muscles around the joints, which in their futile effort to overcome the 
contracture, are in a constant tetanic state clamping the blood vessels run- 
ning between their fibers. It has been also postulated that an edematous state 
exists in the soft tissues around the joint and within the muscle substance 
proper. Moreover, the fascia covering the muscles was found atrophied to 
an extent that it was not able to offer an adequate support to the contracting 
muscles. 

To remedy the situation, an elastic, laceable brace was constructed com- 
prising the pelvis and thigh, strengthened with a broad, strong elastic pull 
inserted on the back of the appliance to aid the muscles in their extension 
efforts. A splint was inserted into the lateral aspects of the brace with a 
strong hinge, attached to a circular aluminum splint around the pelvic rim. 

The purpose of the elastic appliance was to reduce edema around the 
joint by pressure, to help in the elimination of venous congestion by applying 
a continuous mild massage, to add to the strength of the degenerated fascia, 
to force the joint to carry out its function in the plane of locomotion, and 
to give an incentive to a coordinated muscle contraction through resistance 
by means of the gluteus strap. Active exercises to be carried out several times 
daily were also recommended. 

Great relief followed the institution of the treatment. However, the night 
pains failed to disappear completely, and the contracture remained to a cer- 
tain extent in a number of cases. 

Since 1945 a new factor has been added to the method. Departing from 
the observation that elevation of the foot of the bed restored lumbar lordosis 
in the low back syndrome, elevation of the foot of the bed has been instituted 
in all cases of malum coxae senilis. The elevation of the foot of the bed was 
introduced in the treatment for two purposes: first, to restore the lumbar 
lordosis, since disappearance of the lumbar lordosis with formation of lumbar 
kyphosis is regarded as one of the two chief factors leading to sciatica and 
allied conditions ; secondly, to eliminate the venous congestion and the intra- 
muscular and paramuscular edema by the antigravity position. 

In the low back syndrome, venous congestion in and around the lumbar 
spine coupled with positional changes of the spine, such as lumbar kyphosis 
and lumbar scoliosis, are considered to be the essential pathology of that 
condition. The narrowing of the intervertebral foramina by venous conges- 
tion and faulty position of the spine, with pressure on the artery and nerve 
roots have been assumed to be at the root of the low back attack. 

Elevation of the foot of the bed by about four inches, a back board and 
proper exercises proved curative almost invariably in over 400 cases. This 
position has been termed the “fundamental position of rest of the spine.” 
In this position the spine is situated below the hip, gradually forcing the 
joint into extension which relieves the flexion contracture. In the anti- 
gravity position the congestion in and around the joint passes quickly and 
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with it pass the sometimes agonizing night pains. Exercises restore as 
much mobility as compatible with the subluxated joint, besides adding to 
the elimination of the venous congestion. Arch supports and built-up shoes 
complement the treatment to alleviate the weight-bearing. The latter are 
indispensable because the entire system of the lower extremity has to be 
looked upon as a functional unity requiring utmost consideration. 


MECHANICS AND PHYSIOLOGY OF FUNCTION 


| ae the limitation of movements concerns mostly all modalities 
of function, there is always one plane of movement which no other joint of 
the extremity can functionally substitute. For the hip joint it is the flexion- 
extension maneuver taking place in the plane of locomotion. Walmsley has 
shown that to achieve full extension all the muscles of the hip combined 
are insufficient. It can be achieved, but only by the added kinetic energy of 
the backward swing of the body during gait when the other leg is in the air 
preparing to step. In malum coxae senilis, there is not only an inability to 
perform extension because of the flexion contracture, but also the hip flexors 
are extremely weak. The patient attempts to overcome this double obstacle 
by extreme forms of external rotation and by bending the entire trunk over. 
It has been interesting to observe that after cessation of the flexion contrac- 
ture the rest of the contractures present, such as those relating to abduction 
and rotation, gradually decrease or even subside. 

The literature on venous congestion around arthritic joints is rather 
extensive. It has been shown that there is a marked slackening of circulation 
with congestion, edema, and poor oxygenation of the b!ood, and eventually 
the veins may undergo profound pathologic changes leading to phlebosteno- 
sis and multiple thrombi (O. Meyer, Ceelen, Chiari, Pemberton, Comroe). 
This is not fundamentally different from the processes in osteoarthritic 
joints (Pommer, \xhausen, Heine). Winter even assumes that ‘impaired 
circulation with consequent deficient nutrition is mostly responsible for the 
development of myalgic spots.”’ 

The joints depend entirely upon the synovial fluid for both nutrition and 
lubrication. No attempt will be made to discuss the origin of the synovial 
fluid at this time. One question has to be touched upon, however. Is the 
synovial fluid an unceasing, steady stream? Certainly not. Arthritic patients 
and elderly people claim that in the morning, after getting out of bed, their 
joints feel “rusty,” much stiffer than later on during the day. This probably 
means that lubrication of the joint is accelerated chiefly if not entirely by 
muscular activity. Hence without extensive joint function, preferably of the 
active variety, both the nutrition and the lubrication of the joint necessarily 
become deficient. 

Surgery appeared to be the method of choice for the relief of malum 
coxae senilis mainly for one objective reason. The joint space appears on 
the x-ray film and in the specimen to be partly or completely obliterated with 
bulky osteophytes standing in the way of a painless excursion. This is a 
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Fig. 1 (Upper). X-ray film at the start of the treatment, October 1946. 


Fig. 2. X-ray films taken two years after the start of treatment. A. Active adduction; B. Active abduction; 
C. Active external rotation; D. Active internal rotation. Note the range of active mobility without any 
change in the x-ray appearance of the joint as compared with figure 3. 
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Fig. 3. X-ray film of right hip five years 
after start of treatment. No change in 
the x-ray appearance as compared with 
figure 1. 





dangerously false concept derived from the improper interpretation of the 
joint as a geometric space as depicted in the textbooks of anatomy or as seen 
in the operating room. Otto Fischer, in his invaluable Kinematics of Organic 
Joints, presents an illustration of a normal knee in both the weight-bearing 
and non-weight-bearing positions. One sees that during weight-bearing the 
joint space completely disappears ; there is not even a slit conceivable through 
which frictionless gliding could take place. Although the joint cartilage 
“wants to be mishandled” (Fick, Axhausen, Pommer) since this is the 
optimal condition for its life, this sort of mishandling would put an end 
rather quickly to the health of any structure. The joint during function is 
not a geometrical space. Fisk, referring to a statement of Vaubel, remarks 
that, “* . . . we must look upon the joint simply as a biochemical interrup- 
tion in the skeleton.”” What this biochemical interruption involves has to be 
established through further research. 


| ere our notion of the joint space carries with it the necessary 
consequence that one has to disregard the x-ray film in one’s therapeutic 
approach to the problem of degenerative arthritis. The x-ray film is an 
invaluable guide for establishing the diagnosis and tracing the etiology, but 
there its usefulness reaches its limit. Frequent x-ray check-ups of patients 
failed to reveal any conceivable difference between the first x-ray films and 
those taken years later, although the patients regained a surprising degree 
of mobility and had no pain for many years (figures 1, 2 and 3). 

A great deal of attention has been paid to the process of aging. It is not 
fortuitous that the first attacks of malum coxae senilis and of other true 
degenerative arthritic processes start at a time when the patients approach 
middle age or are already in their fifties or sixties. 

First the mode of weight-bearing has been examined by means of x-ray 
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Fig. 4A. X-ray films showing healthy hips of a 35 year old subject in supine and erect positions. Note 
marked difference in the insertion of the head of the femur between supine and erect positions. 


films in different ages. Two factors have been encountered thus far. First, 
during locomotion the active elevation of the pelvis above the horizontal 
becomes difficult even in healthy individuals from their late fifties on. Thus 
the gait consists of Trendelenburg-positive phases, while formerly three- 
fifths of the phases were Trendelenburg-negative. In consequence bending 
stresses emerge at the hip, perhaps paving the way for the intracapsular frac- 
ture of the femoral neck. Formerly, as shown in a previous study, the hip had 
heen subjected to compression forces almost exclusively. 

Secondly, it could be shown that with passing years the head of the femur 
becomes more and more deeply inserted into the socket even during non- 
weight-bearing positions. In youth there is a marked difference between the 
non-weight-bearing and weight-bearing positions. In the latter, the head of 
the femur has entered the actabulum by more than two-thirds of its cireum- 


ference. This difference gradually disappears during the process of aging 
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AGE 60 yrs. 





Fig. 4B. X-ray films showing healthy hips of a 60 year old subject in supine and erect positions. Note that 
the difference between supine and erect positions is greatly decreased, with heads in both positions 
deeper in the socket than in figure 4A. 


until eventually the insertion of the femoral head in the socket is as deep 
during rest as during weight-bearing (figure 4). 

How far these factors hasten or even induce the development of malum 
coxae senilis is hard to tell. That they necessarily play an important role 
appears to be at least probable. The limitation of muscular activity undoubt- 
edly has a profound bearing on production of synovial fluid. If one adds to 
it the decreased blood flow and accompanying congestion, the relationship 
between the process of aging and malum coxae senilis seems clearly 
established 
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Fig. 5. Elastic brace for right hip with flexor and extensor elastic straps. See text for details of construction 
and function. 


PRACTICAL ASPECTS OF PRESENT METHOD 


; & method of therapy advanced here utilizes the antigravity position with- 
out any ill-effects. Follow-up studies even after seven years have shown no 
harmful consequences. The foot of the bed has to stay elevated permanently 
by two or three inches. The elastic brace worn by the patients contains an 
extensor and a flexor strap, the latter to support the ileopsoas whose spasm 
and weakness is frequently one of the main sources of the pain and disability. 
No circular splints are inserted (figure 5). The exercises consist of leg raising 
in both prone and supine positions with the knees straight, and abduction- 
adduction of internal and external rotation twice-three times daily. No drugs 
have been administered regularly. The patients are encouraged to take aspirin 
tablets if necessary. 

All patients are admitted to the hospital for eight to 14 days, and kept 
in bed day and night. There the amount of the elevation of the foot of the 
hed is gradually increased, the exercises are taught, and hot wet packs are 
applied to the hip three times daily for one hour. The brace is constructed, 
the shoes built up, the arch supports are made, and then, with the flexion- 
contracture relieved, the patients are discharged. It might be mentioned, 
that the fundamental position of rest has been employed routinely in all 
degenerative conditions of the spine and of the lower extremities, as well as 
following trauma, such as compression fractures of the spine, after reduc- 
tion and in plaster jackets. A similar position has been used in the frozen 
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shoulder and allied conditions. Laceable elastic braces have been employed 
also for the hands, wrist joints and for the ankles. 


SUMMARY 
After a critical review of the surgical methods in the treatment of 
malum coxae senilis, a conservative method of rehabilitation is presented. 
It consists of permanent elevation of the foot of the bed by two to four 
inches, daily exercises, a laceable elastic brace comprising the pelvis and 
thigh, which is reinforced with extensor and flexor elastic straps. 
Built-up shoes and arch supports complement the treatment. 


resumed their former occupations without pain and with a good range 

of active mobility, although persistent limp remains. 

The method, applied also in sciatica, frozen shoulder, and in the man- 
agement of the residual paralysis in poliomyelitis, is based on the fol- 
lowing considerations : 

1. Pain is mainly caused by ischemia in the muscles. 

2. The ischemia is related 

a) to the articular contracture, 

b) to the venous congestion around the joint, and to the edema 

in and around the capsule, and within the muscles proper. 

3. Elevation of the foot of the bed (fundamental position of rest) 
relieves both the flexion contracture of the hip and the inflam- 
matory and congestive phenomena. In consequence the range 
of movement increases considerably, and the pain disappears 
gradually. 

4. The joint in function is not a geometrical space but a biochemical 
interruption in the skeleton. Hence the x-ray appearances and the 
pathologic anatomical changes tell but little about the functional 
capacity of the cartilage. 


on 


Extensive muscular activity is indispensable for the production 
of the synovial fluid sufficient to supply the cartilage with nutrition 
and lubrication. 

6. Since in the causation of pain neither the disappearence nor the 
narrowing of the joint space, nor the emergence of osteophytes 
plays a part, the x-ray films have to be disregarded as the guides 
for therapeutic measures. 
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Management of Osteoarthritis in the Aged 
John G. Kuhns, M.D. 


Aw persons over 55 have osteoarthritis, but only one in 10 will have pain 
and disability severe enough to require medical care. Distress arises chiefly 
from ligamentous sprains, impingement of tissue within or about the joint, 
or irritation of nerve roots at the intervertebral foramina. Symptoms, usually 
confined to a joint or two, range from morning stiffness and pain after pro- 
longed activity to constant pain and inability to walk when the large weight- 
bearing joints are seriously affected. 

Diagnosis is made from a long history of articular and muscular symp- 
toms slowly increasing in severity. Painless enlargement about the terminal 
interphalangeal joints is often noted. The roentgenogram reveals bony pro- 
liferation about the joint margins. 

While comfort is the chief aim of treatment, function can also be improved 
by lessening obesity, correcting posture, and avoiding strenuous work and 
rapid, repetitive movements. Support to the painful joint by brace, jacket, 
elastic bandage, or cast is almost always indicated. 

Intra-articular injections of hydrocortisone relieve pain and stiffness in 
about two-thirds of the patients, but sedatives are sometimes needed, espe- 
cially after over-use of the joint. Acetylsalicylic acid or sodium salicylate 
several times a day is usually adequate. Diet should be high in protein, mod- 
erate in fat, and low in carbohydrate, with supplemental vitamins if deficiency 
exists. Dilute hydrochloric acid is useful for hypochlorhydria. If the basal 
metabolic rate is low, thyroid is given. Estrogenic substances are given to 
control menopausal symptoms or osteoporosis. 

Surgery is used only when conservative measures fail, and then only if 
the operation will be safe and increase the comfort and activities of the pa- 
tient. 


Management of osteoarthritis in the aged. J.A.M.A, 151: 


98-102, 1953. 











Morbid Anatomy of Old Age 


Trevor H. Howell, M.r.c.p.ep. and A. P. Piggot, M.R.C.S., L.R.C.P. 
Part V. Pathologic Findings in the Later Sixties 


HE NUMBER Of subjects in our series coming to autopsy between the 
ages of 65 and 69 totalled 786, and was the largest group in the 
* Each year was represented by about 150 cases. The diseases 
and causes of death were considered representative of general adult pathol- 


series." 


ogy, but closer scrutiny showed the commencement of certain processes 
characteristic of old age, such as atrophic emphysema, cardiovascular degen- 
eration, and so on. Yet such lesions as advanced atheroma and calcification 
of the aorta and coronary arteries were less prominent than in older groups. 
There were fewer secondary conditions than before and the proportion of 
normal organs was higher. In the kidneys, for example, two-fifths showed 
no pathologic process at all. For this reason, it is suggested that the age of 
65 can be considered the dividing line between older maturity and the com- 
mencement of real senescence in the field of morbid anatomy. While a few 
senile diseases and degenerations may occur before this age, they are out- 
weighed by the normal and customary findings of middle age. Afterwards, 
as we have shown in previous communications, the picture changes 
progressively. 
New growths 

The prominent change in this group was the emergence of carcinoma of 
the bronchus as the leading form of cancer, doubling the number attained 
in the early seventies. Second came carcinoma of the stomach, then colon, 
esophagus, bile passages, ovary, kidney, pancreas and other minor sites. The 
total of 234 tumors represented 29.1 per cent of the cases coming to autopsy 
in this quinquennium and was somewhat higher than previously. Growths 
were found in 27 different sites, compared with 26 in the early seventies, 
20 in the later seventies and 15 in the early eighties. While cancer of thyroid, 
pharynx, peritoneum, and penis were not found here, though present in older 
classes, four other new tumors were discovered. These were myxosarcoma 
of thigh, epithelioma of the face, seminoma ef the testis and adenocarcinoma 
of the pituitary. Other neoplasms of interest included epithelioma of the 
renal pelvis, a Grawitz tumor in the kidney and four cerebral tumors. 
Repiratory disease 

Again the commonest cause of death was bronchopneumonia. Second, 
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however, came pulmonary tuberculosis, followed by lobar pneumonia and 
chronic bronchitis. Other fatal disease processes included pulmonary infarcts, 
bronchiectasis, empyema and acute bronchitis. When the texture of the 
lungs was studied, it was found that atrophic emphysema occurred in only 
16 per cent of those recorded, while hypertrophic emphysema was found in 
84 per cent. One of the characteristic features of pathology in this age period 
was the finding of chronic bronchitis as a contributory factor in terminal 
cardiac failure. Another was the increased frequency of old fibrotic or calci- 
fied scars of previous tuberculous foci in the lungs. The examples of car- 
cinoma of bronchus were most interesting in their secondary deposits as well 
as their general primary characteristics. We hope to describe these elsewhere 
at a later date. 


Cardiovascular disease 

The group of lesions most commonly causing death was some form of 
myocardial degeneration (58 per cent). This label was applied to two classes 
of subjects—those showing fibroid, fatty or friable heart muscle or else brown 
atrophy, and those who had died in congestive heart failure with hypertrophy 
or dilatation of the organ. This latter group was usually secondary to hyper- 
tensive heart disease, coronary heart disease or chronic cor pulmonale. 
Sometimes a mixed etiology was present, as in a subject of 69 who had the 
scar of an old infarct in the left ventricle, a dilated right ventricle from 
chronic bronchitis and emphysema as well as some general hypertrophy of 
the myocardium. 

Cardiovascular degeneration, showing gross atheroma of aorta and 
coronary arteries, was the cause of death in only 8 per cent of the subjects 
in the group—a great drop from previous figures. Coronary thrombosis, on 
the other hand, had increased slightly and now took second place among the 
fatal cardiac lesions with a proportion of 16 per cent. Minor disease proc- 
esses included mitral stenosis, aortic stenosis, specific aortitis, ruptured 
aneurysms, and infective endocarditis. The final figure of 195 deaths repre- 
sented 25 per cent of the total in the quinquennium. This was the same as 
between 70 and 74, but fewer than the proportion in older subjects. 

When the condition of the aorta and coronary arteries was studied, rec- 
ords of 459 aortas and 227 coronary vessels were available. It is probable that 
many of those which were unrecorded would be more or less normal, so the 
statistics are possibly weighted towards more atheroma than was actually 
the case. Gross atheroma with calcification of the aorta was found in 168 
subjects (36 per cent) ; moderate changes in 191 (41 per cent) ; and slight 
atheroma in 86 (19 per cent). There was no atheroma present in 14 bodies 


(4 per cent). As regards the coronary arteries, calcification was found in 
114 (50 per cent) ; moderate atheroma in 98 (43 per cent) ; slight changes 
in nine (4 per cent). No atheroma at all was found in the arteries of six 
cases (3 per cent). These figures indicate that the degree of atheroma and 
calcification was less severe in the late sixties than in the early seventies or 
thereafter. 
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Central nervous system lesions 

There were only 84 deaths in this class. Some 41 (49 per cent) due to 
classical cerebral hemorrhage and 11 more (13 per cent) to subarachnoid 
hemorrhage. This latter lesion now makes its appearance for the first time in 
our records, being absent in the older age groups. There were 19 examples 
of fatal cerebral thrombosis (23 per cent), while minor lesions included 
meningitis, epilepsy, cerebral embolism, cerebral abscess, transverse myelitis, 
and pachymeningitis hemorrhagica. There were also four instances of cere- 
bral tumor. 


Renal tract lesions 

Only 34 deaths were due to pathology in the renal tract. As in previous 
age groups, the majority were secondary to an enlarged prostate. Pyelone- 
phritis accounted for 19 (56 per cent) ; pyonephrosis for four (12 per cent) ; 
hydronephrosis for three (9 per cent) and cystitis for one (3 per cent). In 
addition, there were six deaths due to chronic nephritis and one from a 
polycystic kidney—the only one in our whole series. When the general appear- 
ance of the kidneys was considered, 511 records were available. Of these, no 
less than 196 (38 per cent) were quite normal; a higher percentage than in 
any other class. Some 86 showed a general pathologic process, not arterio- 
sclerotic, such as new growth, hydronephrosis, abscess or infarct. A total 
of 79 (15 per cent) had arterial thickening only; 67 (13 per cent) presented 
gross scarring; 71 (14 per cent) had narrow cortex, granular surface, thick 
vessels and increased intrapelvic fat. A mixed picture of scarring and a 
granular surface was found in 22 (4 per cent). This shows a higher percent- 
age of normal organs than older age groups and also a lower proportion 
of advanced arterial changes. The difference between these figures and those 
in the early seventies is quite striking, the more so when we realize that the 
totals in each class are almost the same—513 and 511. It seems that serious 
arterial degeneration with ischemic change in the kidneys does not com- 
mence in most subjects until the eighth decade. The prostate is the weak 
spot in the urinary tract of old age, not the renal arteries. 


Digestive tract lesions 

Among the 96 fatal lesions in the digestive system, the outstanding 
change was the emergence of duodenal ulcer as the commonest cause of death 
in the group. Close behind came gastric ulcer, with cirrhosis of the liver a 
poor third. Among less important lesions which were fatal can be mentioned 
intestinal obstruction, appendicitis, cholecystitis and pancreatitis. Among 
patients in this class, diverticulitis was only once the cause of death—a great 
falling off compared with older subjects. 
Other disease processes 

Causes of death not mentioned before include splenic anemia and Addi- 
son’s disease at the age of 69; amyloid disease, tuberculous peritonitis, 
cellulitis from an ulcer of the leg, and meningeal hemorrhage, with cerebral 
arteries which were not atheromatous at 68. The year earlier (67) saw sup- 
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purative sphenoidal sinusitis, suprarenal new growth, lymphosarcoma of 
glands, tuberculous pericarditis, phlegmonous gastritis and suppurative pan- 
creatitis. At 66 there were hypernephroma, transverse myelitis of syphilitic 
origin, myelomatosis and status epilepticus. Finally, the ‘youngest’ year 
recorded (65) included deaths from such conditions as uremia from 
nephritis for the first time, subacute combined degeneration of the cord, 
mediastinal abscess, suppurative thyroiditis, acute leukemia and tuberculous 
meningitis. It will be seen, therefore, that in the later sixties we are well into 
the realms of general pathology, and the special features peculiar to old age 
are no longer prominent. 
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Coronary Disease After 100 
Nelson G. Russell, Jr. M.D. 


INCIDENCE of coronary artery disease appears to decrease sharply in patients 
who live past the age of 100. Coronary atherosclerosis occurs most frequently 
between the ages of 50 and 70 and seems to progress with age. Autopsy 
figures for patients between the ages of 50 and 90 indicate that the number of 
patients of both sexes with coronary sclerosis increases with advancing age 
from the sixth to the ninth decade, and the number of patients with only 
minimal sclerosis rises sharply in the ninth decade. 

An electrocardiographic study of nine persons past the age of 100 
showed that eight had comparatively normal tracings, while the ninth sur- 
vived a myocardial infarction at age 100 for nine months. All were persons 
living rather active lives after 100 years of age, and ingesting a normal diet 
with average cholesterol intake. Male members of the series apparently 
smoke as much tobacco as they desire, at least two of them being heavy cigar 
smokers. 

The most amazing feature of this group of centenarians was the degree 
of activity in which they indulged. All showed degenerative changes of ad- 
vancing age to some degree; failing vision, hearing loss, dental crippling, and 
the like. Yet four of the nine were reported as actively engaged in business 
after age 100 and others were active socially. 

Conclusions are difficult to draw from such a small series. However the 
number of persons living past 100 is also sharply limited. These nine patients 
indicate that in the construction of some human coronary arteries, a superior 
grade of tubing is used. Also tobacco and cholesterol are not always the toxic 
substances that some people believe them to be. 


- Coronary disease in the second century of life, Am. J. Med. Sc. 225: 241-244, 1953. 

















CLINICAL REPORTS 


This new department of GERIATRICS will be devoted to 
reports of interesting and instructive cases which will serve 


to emphasise 


the clinical aspects of geriatric medicine. 





Supramalleolar Fracture of. Tibia and 
Fibula by Medial Torsion 


MEDIAL torsional fracture of the 
leg is described which is analogous 
to the torsional fracture of the lower 
end of the radius by forced pronation. 
A woman, 87 years old, fell on the 
night of July 3, 1951 and broke her 
right leg. A plaster was applied by Dr. 
Jacob Frank, the house physician. Four 
years before, she had sustained an in- 
tertrochanteric fracture of the right hip 
which healed in shortening and in ex- 
ternal rotation. On July 9, she lay semi- 
flexed on her right side, muttering to 
herself in her native Russian. She did 
not respond to questioning and at- 
tempted to scratch the hands of anyone 
who touched her. The way she fell 
could not be ascertained. Her condi- 
tion seemed critical. I have noted that 
the assumption of the fetal position in 
other very elderly patients is the pre- 
lude to death. The muttering delirium 
gives way to a deeper sleep terminating 
in death. 

She was given 50 mg. of demerol 
subcutaneously. The too short plaster 
was removed, the woman being re- 
strained. The leg tended to turn medi- 
ally. There was no swelling and some 
ecchymosis in the lower fourth of the 
leg. The fracture was easily set and a 
new plaster applied from the base of 
the toes to below the knee. She began 
to talk sensibly in Yiddish as soon as 
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the fracture was firmly held by the 
setting plaster. She was out of bed two 
days later—dramatic affirmation of the 
fact that in very old people there is a 
critical time for giving treatement after 
fracture (usually a broken hip) which 
must not be passed, for delay ends only 
in death. A few weeks later, an opera- 
tion was done to relieve a strangulated 
right femoral hernia. The fracture was 
healed when the plaster was removed 
on September 11, 1951. 

Only a lateral roentgenogram could 
be taken before the reduction (figure 
1). The study of this film and of the 
usual anteroposterior and lateral roent- 
genozgrams after reduction( figure 2) 
disclosed the mechanics of fracture. 
The supramalleolar fracture of the tibia 
and fibula at similar level followed the 
sudden lateral turning of the externally 
rotated lower extremity on the fixed 
foot. This equals medial torsion. The 
whole limb above the site of fracture 
twisted laterally while the fixed foot 
and leg below the site of fracture were 
relatively twisted medially. The main- 
tained deformity of external rotation of 
the limb facilitated the break. Yet, that 
position is not the sine qua non of this 
fracture for in younger people whose 
bones are less brittle, only the fibula 
breaks (figure 3). 


is associate orthopedic 


surgeon at the Hospital for Joint Diseases, New York City. 


2719 


























Fig. 1. Lateral roentgenogram of the right foot and ankle taken on July 9, 1951, before the removal 
of the first plaster. The fibula, broken spirally about two inches above the tip of the external malleolus, 
is displaced forwardly. The tibia broke supramalleolarly above the level of the lower tibiofibular joint. 
The spiral shape of the fibular fracture follows an active twisting force in pronation. The forward 
displacement of the distal fragment of the fibula indicates a force in medial torsion, for a force in 
lateral torsion would give its backward displacement. The tibia cannot be displaced as the ulnar head 
does in comparable torsion fracture of the radius and therefore breaks but in lesser spiral manner 
than the fibula. 
Fig. 2. Roentgenogram taken the same day after application of the second plaster. The unchanged 
lateral view is not reproduced. The fracture is in good position in the antero posterior view. 

+ years old, her left foot caught under a “dolly” fell to the left on February 19, 
1951. She sustained a medial torsion fracture of the lower fifth of her fibula which was soon after 
immobilized by plaster. On August 3, 1951, the site of the fibular fracture and the supramalleolar 
fracture was still tender. She limped and could walk only two blocks. The ankle, swollen a little 
both medially and laterally, showed slight restriction of motion. Inversion of the foot was free but 
eversion did not exceed 10 degrees. These roentgenograms of August 6, 1951, reveal an incompletely 
healed spiral fracture of the fibula. 


Fig. 3. A woman, 37 
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Medical Facilities 
for the Aged 


HEN sick and failing older peo- 

WV ple need attendance, they are 
cared for at home, in general, mental 
and chronic disease hospitals, nursing 
and convalescent homes, almshouses, 
and private homes for the aged. 

The bulk of medical care ideally 
should be provided to older people in 
their own or substitute homes rather 
than in hospitals. The reasons are two- 
fold: (a) better care for many people 
can be given more economically in a 
favorable home environment if organ- 
ized, carefully planned programs with 
proper medical supervision are of- 
fered; (b) The great majority of older 
people (94 per cent) now live in in- 
dividual households, 69 per cent live in 
their own household. 


HOME CARE 


The burden of sickness among the 
aging at present treated in the home 
cannot be accurately measured. It is 
considerable and it is clear that the pa- 
tients themselves prefer to receive care 
in their homes. 

The cost of care in the home is about 
a quarter of the cost of care in hos- 
pitals. The “bed and board” which are 
given in the home are important items 
in this lower cost. 

The fact that sick older people pre- 
fer to remain in their own homes as 
long as humanly possible puts a high 
premium on the willingness and the 
ability of the family to provide care, 
either with or without auxiliary serv- 
ices. From the patient’s point of view, 
home care is conducive to his own 


An excerpt from the recently published 
report of the President's Commission 


on the Health Needs of the Nation. 


mental and emotional stability, pro- 
vided it can be done without disrupt- 
ing family life. 

Boarding and foster homes are be- 
ing used increasingly as_ substitute 
homes for elderly people who can man- 
age to get along without continued 
nursing or medical supervision. This 
type of substitute arrangement, care 
fully planned and supervised, is espe- 
cially desirable for “fairly well” people 
who cannot live alone or for whom 
living in the homes of their own fami- 
lies is impossible. 

However, the great majority of old- 
er people, sick or well, do remain liv- 
ing in homes, either their own homes 
or those of children or other relatives. 
3ut the accommodations for older peo- 
ple tend to be in poorer physical con- 
dition than those for persons of younz- 
er age groups. 

These homes range from the small 
hall bedroom and apartment in the 
multiple dwellings of the city to the 
large mansion of the wealthy couple 
or widowed person; and from the small 
unheated shack to the large rambling 
farmhouse in the country. Health serv- 
ices given in the home must be geared 
to the possibilities of the particular liv- 
ing arrangement, or some effort made 
to change the living conditions. Organ- 
ized home-care programs which in- 
clude visits of the doctor, the nurse— 
registered or practical, the social work- 
er, the housekeeper or homemaker, 
are beginning to point the way to bet- 
ter medical and health care in the 
home. They also bring to light the 
great need for improved housing espe- 
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cially for elde.ly citizens, if home acci- 
dents, physical distress, and overcrowd- 
ing are not to become even more prev- 
alent than they are at present. 


GENERAL HOSPITALS 


Clinics and hospitals in urban areas 
are showing signs of reluctance and 
even resistance to admission of older 
people, whatever the ailment. The rea- 
sons for this are obvious. The tendency 
of these patients to require long-term 
nursing care, with or without intensive 
medical care or supervision, means that 
once they are admitted, humanity and 
necessity dictate that they remain to 
use hospital beds largely because other 
community facilities are lacking. 

A study of old people at one hospi- 
tal in Boston showed that, in 1913, one 
in every 16 admissions to the medical 
service was a person 61 years of age 
or over, and that, by 1943 (when the 
study ended ), this proportion had risen 
to one in every five. A spot survey of 
two teaching hospitals in Boston re- 
cently indicated that nearly one in 
every two patients was over 60, Ex- 
perience in other cities of the United 
States, it is fair to assume, is not very 
different. It is clear that there is a 
striking increase in the use of general 
hospitals by old people. 

Some of this mounting burden rep- 
resents the great falling off of infec- 
tious diseases of all sorts due to the use 
of antibiotic agents; cases of typhoid 
fever, syphilis, and pneumonia no long- 
er overwhelm the wards. How much 
of it represents a true increase in 
chronic diseases cannot be said. 

One reason hospitals are not anxious 
to take older people is that many of 
them have no money. In turn, older 
people fear hospitals chiefly because 
they are appalled at the cost. 

Old people also can be tired out by 
the process of being “clinicked.” In 
teaching hospitals, the patient often 
needs much endurance to answer ques- 
tions and submit to many physical ex- 
aminations and laboratory tests each 
day. Most hospitals do not furnish 


enough of a convalescent atmosphere. 
Where the admission turnover is rapid 
with much hustle and bustle, the proc- 
ess of normal living is neglected; and 
very few hospitals provide for the 
slower processes of rehabilitation. 
Elderly patients, like younger ones, 
are entitled to a chance to get well 
again, and thus require — sensitive 
handling as well as thorough study. 

Another big factor in the mounting 
burden of treating older people in gen- 
eral hospitals is that the aging usually 
have no other place in their communi- 
ty to go when they are really sick. 
Hospitals for acute cases must con- 
tinue to serve older people who need 
surgical treatment or who need inten- 
sive medical study and care that re- 
quires specialists and costly apparatus. 
But we must find simpler, less expen- 
sive medical care for the many older 
people who are not acutely ill, but who 
need more help than they can get at 
home. 


MENTAL HOSPITALS 


Mental hospitals bear an increasing 
load of care for older people who have 
senile dementia and cerebral arterio- 
sclerosis with psychosis. For example, 
in New York State the rate of admis- 
sion for these causes increased from 9 
per 100,000 population in 1915 to 39 
in 1949. They now represent more 
than a third of all first admissions to 
New York mental hospitals. 

The staffs of mental hospitals are 
usually so swamped with heavy case 
loads that they may accept the diag- 
noses given them when the patients 
are committed, especially when the pa- 
tient’s behavior thereafter conforms to 
the picture of deterioration. However, 
there are reasons for believing that 
senility and psychosis among older 
people are a blurred picture, the result 
of many causes. Studies should be 
made of the early stages of these dis- 
eases in all their ramifications. Many 
of them can be prevented; according 
to the experience of good recreational 
and social programs, some can be 


cured. Knowledge of this sort put to 
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use will decrease the number of cases 
that require institutional care. Mental 
hospitals should rightly provide care 
for the serious cases, and if they limit- 
ed reception to these cases, they might 
then have space and the staff to do 
work along the lines suggested above. 


CHRONIC DISEASE HOSPITALS 


Hospitals for chronic disease are be- 
ing examined currently as a_ possible 
valuable resource for people (mostly 
old), with long-term illness. Excellent 
thinking along these lines has been 
done by the New York State Health 
Preparedness Commission. This coni- 
mission recommended that chronic dis- 
ease hospitals be built for research in 
connection with state medical schoois 
and also that chronic disease wards be 
incorporated in most general hospitals. 

It has already been demonstrated 
that much can be done by physical re- 
habilitation in chronic disease. But 
most American medical centers give 
this type of work little attention. There 
are exceptions, among them some of 
the veterans’ hospitals where great 
progress is being made. Vigorous and 
well-considered treatment is encour- 
aged by close association of chronic 
disease hospitals with general hospi- 
tals. Isolated chronic disease hospitals, 
especially public ones, often degener- 
ate into custodial care institutions. 
Such care can be provided more cheap- 
ly and attractively in places other than 
hospitals. 

Many public homes, municipal. 
county, and State, are being converted 
into infirmaries or nursing homes to 
care for the great number of elderly 
who seek shelter because they are suf- 
fering from chronic disease, often re- 
quiring attendance rather than con- 
stant medical and skilled nursing care. 
There are exceptions, but few of these 
homes or infirmaries have as yet pro- 
gressed to the point of adequate serv- 
ice. 
NURSING 


AND CONVALESCENT TIOMES 


Nursing and convalescent homes are 


important to patients who need less 
care than a hospital supplies and more 
than a home can give. Many states li- 
cense these nursing homes to ensure 
at least minimum physical standards. 
The great majority of the patients are 
over 65 years old. About 6 per cent of 
those over 65 live away from house- 
hold and family setting, in institutions 
of some sort. The advantages of nurs- 
ing or convalescent homes are their 
individual character, absence of an op- 
pressive institutional atmosphere, in- 
formality, location in residential areas 
and relative economy. 

But these institutions work under 
serious handicaps. Inflation is pushing 
costs beyond what patients, welfare 
boards, and private charitable institu- 
tions can pay. Therefore, the homes 
that survive do so by cutting corners 
on service and food and by crowding 
more patients together; and many 
smaller homes are giving up. Patients 
can still be placed at $5 per day in 
most parts of the country, but better 
service begins at the $7-a-day level. 

A second difficulty is lack of nurses ; 
only rarely does the nursing home pro- 
vide good nursing service. Good nurses 
can find jobs with better pay in gen- 
eral hospitals; poorly trained women 
can do better with less effort in indus- 
try; and so the homes get along with 
what they can obtain. 

A third difficulty is inadequate medi- 
cal care. Very few patients in the 
homes have their own physicians or 
are visited frequently by them. Matrons 
tend to use their own judgment as to 
what physician to call, and for what 
purpose. Little or no nutritional advice, 
few visits by social workers, and still 
less occupational or physical therapy 
are available. 

The enfeebled condition, physical or 
mental, of a proportion of the patients 
imposes on responsible management 
the obligation to provide more and bet- 
ter nursing and medical care. The ef- 
fect is to develop longer and longer 
waiting lists of people who will, be- 
cause of delay, by the time of admis- 
sion need the kind of care required by 
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the long-time patient. The necessity 
of reorganizing both the intra- and 
extra-mural services of the home 
apparent. The more progressive homes, 
relatively few in number, are respond- 
ing in an effort to meet more adequate- 
ly this new role which social change 
is forcing upon them, but forward 
movement in the majority of the homes 
is discouragingly slow. 

With the best will in the world, ethi- 
cal operators find it hard to make a 
modest living and give good care at 
rates within the means of most of those 
who must pay the bills, often over a 
long period of time. Many of them are 
ill-equipped to give the right kind of 
convalescent care to patients, who, if 
they do not receive such care at the 
proper time, may regress to the status 
of permanent invalidism. 

Public and private nursing homes 
are not substitutes for the hospital but 
are substitutes for the home. At pres- 
ent, relatively few of these institutions 
meet desirable minimum standards of 
medical or nursing care. Many of 
them are permanent or terminal homes 
for patients who live in a poor and un- 
congenial atmosphere, neither that of 
a hospital nor a home. Education as to 
the need of standards of good nursing 
home care, and the adoption and en- 
forcement of them through licensing 
or registration procedures is an early 
requirement of any community pro- 
gram seeking to improve health serv- 
ices for the aging. 


is 


ALMSHOUSES 


Almshouses, now often called public 
infirmaries rather than poor houses, 
have changed greatly in the last 100 
years. One group of people after an- 
other has been removed from them as 
better ideas for their care have come 
along. This applies to the blind, the 
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orphans, the widows, the tuberculous, 
and now to some extent to the elderly 
who are getting enough old age as- 
sistance to live in their own or in sub- 
stitute homes. 

A survey of the infirmaries in one 
state (Massachusetts) showed that 
they were filled to two-thirds capacity 
(3,903 guests in 6,178 places) ; two- 
thirds of the guests were men; two- 
thirds were over 65 years of age (90 
per cent past 50) ; and one-third were 
bed cases. 

Present day almshouses tend to be- 
come custodial care nursing homes. 
As such, they need to develop more 
adequate medical, nursing and other 
services. At present, staffs are largely 
untrained and underpaid, which re- 
sults in a high turnover. There is lit- 
tle attention to nursing; medical rec- 
ords are scanty; physical examina- 
tions are infrequent; and in general, 


these institutions are isolated from 
ordinary community activities. 
PRIVATE HOMES FOR THE AGED 


Privately administered homes for the 


aged, under church, fraternal and 
trusts auspices, house relatively few 
of the aging. In general they provide 


the same type of care that the alms- 
houses do, with added admission re- 
strictions as to sex, sect, nativity, and 
freedom from disease. The same ab- 
sence sociability usually prevails. 
There are some excellent examples of 
pioneering departures from the old 
pattern. Many of the religious and 
philanthropic groups have been striv- 
ing for better standards, and have been 
giving leadership locally and national- 
ly. But the majority of these institu- 
tions, unless there is a drastic change 
for the better, will continue to make 
senile recluses out of defeated gentle- 
men and gentlewomen. 
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EDITORIAL 


Rehabilitation 
par thoughtful physicians, social 


workers, humanitarians, dispensers 
of charity, and legislators are becoming 
more and more concerned with the 
problems of rehabilitation, and particu- 
larly of helping older people to keep on 
their feet and earn a little money. 

Many labor leaders may perhaps 
prefer to keep the aged from working, 
and our present law insists that the 
oldster who is receiving social service 
payments may not supplement his little 
monthly check by working and earning 
a bit more. This seems to me to be 
cruel and stupid. 

A few weeks ago at the California 
Industries for the Blind center in Los 
Angeles, I watched a group of 140 per- 
sons, most of them, | should say, past 
50, and all of them blind or nearly so, 
working away and earning their living. 
Some were using power sewing ma- 
chines, others were making rugs, and 
others were making brushes and 
brooms. One of the men, aged perhaps 
60, told me that he had been a sales 
manager until the day when a little 
stroke dropped him to the ground for 
a moment and took away his sight. He 
could have lived with the assistance of 
relatives or governmental charity, but 
he prefers to earn his own living even 
if this means running a roaring sewing 
machine all day. 

This would not have been possible if, 
years ago, a Mr. George A. Brown 
hadn’t had a vision and built up 
through the years a big four-story fac- 
tory for the blind. 

Evidently, what we need today are 
more men like Mr. Brown: men with 
the vision, courage and devotion to go 


ahead and build factories in which the 
old and the handicapped who want to 
work will be welcomed. There they will 
be given work within the range of their 
strength and ability ; there they will be 
taught to do the work; and there the 
management will be kindly and toler- 
ant and forgiving, remembering always 
that the old tend often to be irritable 
and touchy and paranoid, not very 
amenable to correction, and not always 
able to change their ways of doing 
things. 

I noted in the Los Angeles factory 
for the blind that the forewoman in 
the sewing room, as she went from 
person to person answering their ques- 
tions about the work or helping them 
with a difficulty, put her arm over their 
shoulder and spoke always with affec- 
tion, as she would have done to a 
loved and blind or crippled child. 

Perhaps that is a large part of the 
secret of the success of that factory: 
those poor old people, blind and inse- 
cure and perhaps alone in the world, 
have found in Mr. Brown or his fore- 
woman a sort of kindly parent, and this 
must give them great comfort. 

I have often noticed in treating ir- 
ritable or grouchy old patients that if 
haridled with a bit of affection they will 
be most cooperative. Perhaps the main 
secret for the future profitable employ- 
ment of a few million of the old and 
somewhat crippled will lie in finding, 
first, a few fine employers who will 
build special factories, and, second, a 
group of shop foremen who will look 
on their workers with a good deal of 
affection and will treat them kindly. 

Walter C. Alvarez, M.D. 














SOCIOMEDICAL PROGRESS 


Devoted to constructive correlation of soctological 
and medical problems of the aging .. . 





Medical Care and Rehabilitation 


for the Aged 


ENMABILITATION is one term which 
R seems to be used by all of the hu- 
man sciences and professions. Jt is the 
goal of the physician, the clinical psy- 
chologist, the social worker, the nurse, 
the occupational therapist, and in fact 
the goal of everyone who attempts to 
assist persons in trouble. We have this 
goal in common, which means that this 
is an ideal subject for an inter-profes- 
sional and inter-disciplinary approach 
to the problems of rehabilitation among 
the aged. 

The study reported here is an at- 
tempt to describe the aged person who 
is sick and to discover what some of 
his capabilities, medical needs, rehabili- 
tation problems and the like may be. 

PRESENT STUD 
This is a study of the persons receiving 
payments for medical care through the 
Hennepin County (Minneapolis, Min- 


Malcolm B. Stinson, Pu.D. 


nesota) old age assistance program 
over a period of one year. Old age 
assistance is an income maintenance 
program which makes payments to 
persons 65 years of age and over who 
have established the fact that they are 
in need. Roughly speaking, this means 
that recipients are aged persons whose 
total income from all available sources 
is less than $60 per month, including 
rental value of owned living quarters, 
contributions from realtives in cash or 
in kind, and so on. At the time of this 
study 12,000 persons aged 65 years 
and over, or about one in five of all 
the aged in Hennepin County, were 
receiving this type of assistance. 
Under the present program any aged 
recipient who has a health problem 
goes first to the physician or clinic of 
his choice where his ailment is diag- 
nosed and treatment given or pre- 
scribed. If drugs are needed he gets a 
prescription in the usual manner which 


MALCOLM B. STINSON received his Ph.D. in social work from the University of Minnesota in 
1951. He is currently associate professor in the School of Social Work at University of 
Minnesota, and project director of the Community Chest and Council of St. Paul, 


Minnesota. 


226 

















he takes to the drug store of his choice. 
If hospitalization is needed the phy- 
sician and the patient together choose 
the hospital to which he will go. The 
physician or clinic then sends the diag- 
nosis and his bill to the Hennepin 
County welfare department for pay- 
ment and payment for medical care is 
sent directly to the physician, the drug- 
gist, the clinic, the appliance dealer, or 
the hospital which rendered the service. 

The system appears to meet all of 
the essentials of a good medical care 
program. The patient has free choice 
of physician. Any prescribed drugs are 
purchased, the only restriction being 
that patent medicines are not pur- 
chased except on prescription by the 
physician. Hospitalization, nursing 
care, rest home care, and so on are pro- 
vided when the physician says they are 
needed. There is a fee schedule but this 
appears to be quite a realistic one with 
reductions compensated by assurance 
of collection. 

The plan appears to be one which 
meets the medical needs of aged re- 
cipients of old age assistance and also 
meets the requirements for good med- 
ical care—the only difficulty being that 
it costs a lot of money. Nearly $2,000,- 
000 per year is now being spent from 
state and county tax funds on this pro- 
gram alone and the trend is still up- 
ward, 

The study of the medical care pro- 
gram was made by selecting a 5 per 
cent random sample of all the aged 
persons who received at least one pay- 
ment for medical care during a 12 
month period. The resultant sample in- 
cluded 354 cases, each of whom was 
interviewed to secure pertinent social 
and health data. 





COSTS OF MEDICAL CARE 


The first significant finding was that 
approximately two fifths or 423 per 
thousand of the recipients of old age 
assistance did not need any medical 
care at all over a 12 month period. The 
remaining three fifths, or 587 per thou- 
sand, received payments to meet the 
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costs of needed medical care ranging 
all the way from a low of $1.00 for 
medical costs during the year to a high 
of $2,160.00 for one case included in 
the sample. The mode of the distribu- 
tion or the most frequent payment was 
less than $10.00 as an annual cost for 
medical care. The median, or the mid- 
dle payment in the distribution was 
$72.11 per year, with one quarter of 
all the payments below $24.21 and 
three quarters of the payments below 
$187.50 as the annual cost of medical 
care. . 

Stated in another way, the annual 
costs of medical care for nearly one 
third of the recipients could be met 
with a monthly payment of $2.50 or 
less. The costs for nearly one half (45.7 
per cent) of the cases could be met 
with a payment of $5.00 per month. 
The total medical care costs for three 
fifths of the group could be met by 
monthly payments of $10.00 or less, 
and the entire costs for medical care, 
including physicians’ services, drugs, 
nursing care, hospitalization, appli- 
ances, etc. could be met for nearly three 
fourths of the group (73.4 per cent) 
through monthly payments of $15.00 
or less. Beyond this point payments 
were scattered over a wide range, the 
range of payments within the fourth 
quartile being from $187.50 to $2,- 
160.00 during the 12 month period, a 
range ten times greater for this fourth 
of the distribution than for the other 
three fourths all together. In other 
words, the bulk of the aged included 
in this study needed no medical care or 
only small amounts of care over a 
twelve month period, but a small frac- 
tion of the group has extremely high 
costs for care. In this study 8.2 per 
cent needed medical care costing in 
excess of $1,000 during the 12 month 
period covered by the study. 


TYPES OF MEDICAL CARE 


What types of medical care were need- 
ed by the group studied? The findings 
indicate that among every 1,000 re- 
cipients, 419 will have to see their 
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physician at some time during the 
year ; 329 will have to purchase drugs 
and medical supplies ; 96 will have den- 
tal work done; 45 will receive nurs- 
ing care in the home; 144 will be hos- 
pitalized for varying periods of time 
during the year; 138 will have glasses 
changed or repaired; and 58 will spend 
some time in a nursing or rest home. 

Let us look now at the data from 
another angle—the proportion of the 
money which went for the various 
types of medical care. Only 12.9 per 
cent, or approximately one eighth of 
the total, went for physicians’ services ; 
7.0 per cent went to druggists ; 6.2 per 
cent was paid to dentists ; 6.8 per cent 
was for nursing care in the home; 1.6 
per cent was spent for glasses ; 1.6 per 
cent for appliances of various kinds in- 
cluding hearing aids; 2.6 per cent for 
miscellaneous services. The two largest 
proportions which together accounted 
for the three fifths of the total amount 
spent for medical care went for hos- 
pitalization and nursing home care. 
The nursing home care item alone ac- 
counted for 43.2 per cent of the total 
expenditure for medical care for re- 
cipients of old age assistance during 
the year studied. This emphasizes a 
point which is well known to all of us, 
that the expensive part of medical care 
is care and not the physician’s services 
or the drugs which he prescribes. It 
also indicates the importance of physi- 
cal medicine and the physiotherapist in 
any effort to assist older peole to re- 
main active enough to take care of 
their own bodily needs, thus reducing 
costs of medical care. 

The largest single diagnostic group 
was diseases of the heart and circula- 
tory system which included more than 
one fourth (28.0 per cent) of the per- 
sons in the study. Nine per cent had 
diseases of the brain and/or nervous 
system; 8.7 per cent had arthritis and 
5.4 per cent had fractures of one type 
or another; 4.8 per cent had cancer; 
4.5 per cent had diseases of the uro- 
genital system other than cancer; 3.7 
per cent had diseases of the upper res- 
piratory system; 3.4 per cent were 


diabetics; 2.8 per cent had cataracts ; 
and 2.5 per cent had nutritional diffi- 
culties including anemia. Fifteen per 
cent of the entire group had difficulties 
with teeth or had refractions with no 
other diagnosed difficulties, leaving a 
miscellaneous category of 12.1 per 
cent with a variety of ailments too 
broad for meaningful classification. 

The diagnostic groups with highest 
costs for medical care were arthritis 
and fractures, diseases of the brain and 
nervous system, cancer, diseases of the 
urogenital system, and diabetes. Per- 
sons with low costs for medical care in- 
cluded those with diseases of the heart 
and circulatory system, the upper res- 
piratory system, those whose only med- 
ical need was for dental work or glass- 
es, and the miscellaneous category of 
“all other.” Again this emphasizes the 
fact that the expensive thing in medical 
care is care rather than physicians’ 
services or medicines, since arthritis, 
fractures, and diseases of the brain 
and/or nervous system are the great 
incapacitators and the ailments likely 
to make the person unable to care for 
himself. 


PHILYSICAL AND PSYCHOLOGICAL 
IMPAIRMENT 


Another factor included in the study 
was an attempt to classify recipients of 
old age assistance according to the ex- 
tent of impairment of physical and psy- 
chological functioning. These classifica- 
tions are rough ones because they are 
based not on the medical reports but 
on observations of the caseworkers at 
the time of interview and other infor- 
mation contained in the case records. 
In the area of extent of impairment of 
functioning only one 
variable was used among the many 
which might have been chosen—that 
of the extent of impairment of ability 
to make decisions. This was used be- 
cause it seemed to be the best indicator 
of ability to remain in the community 
without supervision and carry on a 
relatively normal life. 


psychological 











SOCIOMEDICAL PROGRESS 


The study indicates that among 
every 1,000 recipients of old age as- 
sistance, 65 years of age and over, 
only 70 were so disabled as to be con- 
fined to bed or chair. An additional 
79 per thousand were housebound but 
able to have some activities about the 
house, making a total of only 149 per 
1,000 who were seriously restricted in 
their physical activities. There were an 
estimated 207 per 1,000 who were able 
to be about but must follow various 
restrictions on their activities, leaving 
a total of about 650 per 1,000 or near- 
ly two thirds of the total group who 
were able to be up and about. 

From the psychological standpoint 
the data show a similar picture of im- 
pairment. Among each 1,000 recipients, 
about 117 were so impaired mentally 
that they could make no decisions or 
only the simplest ones. Another 127 
per 1,000 could solve most of their 
problems but needed occasional help 
from others in making important de- 
cisions. This leaves an estimated 750 
per thousand or three fourths of the 
total group who appeared able to meet 
their every day problems pretty much 
alone without any help from relatives 
or friends, 

A high correlation was found be: 
tween physical impairment and psycho- 
logical impairment. If a person is physi- 
cally impaired to the extent that he is 
confined to his bed, his chair, or his liv- 
ing quarters, he is also likely to be im- 
paired mentally to such an extent that 
he needs help from others in making 
some or all of his decisions. 


SOCIAL CHARACTERISTICS 


We turn now to a brief survey of some 
of the social characteristics of those 
receiving old age assistance medical 
care. The median age for this group 
was 76.2 years with nearly a third 80 
years of age and over. The median age 
for all recipients was 75.5 years or 
slightly less than the median for the 
medical care group. The medical care 
group, however, contained a signifi- 
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cantly higher proportion of those above 
80 years of age. 

\When age was analyzed in terms of 
the cost for medical care, the data 
showed that the group receiving the 
highest payments were the older group. 
The quarter of the recipients with the 
highest medical payments had a mean 
age of 80 years, while the quarter with 
lowest costs for medical care had an 
average age of 76.7 years. 

The sex ratio among all recipients 
of old age assistance was 37 per cent 
males and 63 per cent females, but for 
those receiving medical care the pro- 
portions were 44 per cent and 55 per 
cent, respectively. 

Only about one quarter of the group 
receiving medical care had a living 
spouse. About 15 per cent had re- 
mained single all their lives and most 
of these were single men. About half 
of the group were widowed and these 
were predominantly women. 

As to living arrangements, most of 
the aged included in this study main- 
tained their own living quarters. More 
than half, 54.3 per cent, either lived 
alone or lived with spouse only. A 
little over one fifth, 22.9 per cent lived 
with their children and these were pre- 
dominantly women, Only 9.3 per cent 
lived in nursing homes ; these accounted 
for more than 40 per cent of the medi- 
cal care costs. 


SUMMARY 


Good medical care for aged persons is 
costly but this cost can be reduced if we 
extend our efforts to keep them active, 
keep them out of bed and out of nursing 
homes, and give them some goals to 
werk toward. We need rather simple 
objectives for rehabilitation of aged per- 
sons ; namely to keep them able to cook 
their own food, maintain their own liv- 
ing quarters, and tend to their own bod- 
ily needs as long as possible. If we 
achieve these very simple objectives we 
will save ourselves as tax payers thou- 
sands of dollars and can feel that we 
have made a major contribution to our 
older citizens. 





Effect of Surgery on Life Realization of 
Advanced Age Groups. 


BENJAMIN F. Byrp, Jr., M.D., Am. Pract. 

4: 25-30, 1953. 

Beneficial results in geriatric surgery cases 
prove that no patient is too old, by years 
alone, to have an operation. In selected older 
individuals, surgery can add years of life and 
can increase comfort in the years that are 
added. 

Advances in surgical technic and in the 
study of physiology enable the surgeon to 
maintain a more nearly normal pre- and 
postoperative media for the cellular structure 
of the body. The result is that poor risk 
patients may be subjected with lessened haz- 
ard to necessary extensive surgical proce- 
dures. 

With the number of persons over 65 in- 
creased fourfold since 1900, demand alone 
has forced the physician to provide active 
surgical therapy for older persons. In a two 
year period, 1926-27, only 41, or 2.3 per cent, 
of 1,782 operations at Vanderbilt University 
Hospital were performed on persons over 69 
years of age, whereas 244, or 7.42 per cent, 
of 3,424 operations in the year beaionkin July 
1, 1950, were for such elderly patients. 

While new procedures such as the insertion 
of the Smith-Peterson nail for fracture of the 
femoral neck and the transurethral resection 
of the prostate have helped, the increase in 
geriatric surgery has not been in any one 
category. Benefits extend to all types of op- 
erative procedures, and more old people have 
been classified as satisfactory surgical risks. 

The increasing scope of geriatric surgery 
is indicated, for example, in gynecologic op- 
erations. Prior to 1935, only three gynecolog- 
ic procedures were carried out in geriatric 
patients, with one death, whereas in a two 
year period from 1950 to 1952, 33 such pro- 
cedures were carried out without a single 
fatality. 

Similarly, no orthopedic or gastrointesti- 
nal procedures were carried out in 1926-27, 
but 10.7 per cent of the geriatric surgery in 
1946-47 was for gastrointestinal diseases and 
14.4 per cent were orthopedic procedures. 

Life expectancy especially has been extend- 
ed in elective procedures. But even in cases 
of inevitable death, surgery often extends life 
realization and makes living more comfort- 
able. Geriatric surgery is not without hazard, 
of course. Deaths occur which might have 
been avoided by a less extensive procedure 
and others result from surgical technic, Ma- 
lignant disease also takes some. 
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However, among 23,000 operations per- 
formed in a four year period from 1949-1952, 
no deaths resulted from the anesthetic agent, 
only one from wound infection, two from 
bronchopneumonia, two from myocardial dis- 
ease, and one from pulmonary embolus. Had 
patients with malignancies not submitted to 
surgery, few would have survived more than 
two years, and patients with non-malignant 
conditions only a short time longer. 


Employment of the Older Worker. 


TuHeopore G. Kitumpp, M.D., Pub. Health 

Rep. 68: 20-22, 1953. 

Americans cling to the practice of “retire- 
ment at 65,” but social and economic con- 
siderations should dictate selective retirement 
based on individual capacity rather than age. 
While some individuals can occupy them- 
selves without an occupation, most persons 
need useful work for happy living. Further- 
more, many workers are still extremely fit 
when forced into retirement at an arbitrary 
chronological age. 

On the economic side, the burden of an 
estimated 24 million persons over 65 by 1980 
will be too tremendous for the nation’s 
younger workers to bear. The country’s 
wealth, purchasing power, and standard of 
living rest squarely on productivity; and 
unless growing numbers of older persons 
are allowed to work as long as they are pro- 
ductive, their support will debilitate the 
nation. 

The fixed formula of retirement must be 
made more flexible and the following alter- 
natives are suggested: (1) continued work 
for the fully productive; (2) job reassign- 
ments for those capable of performing other 
duties; (3) down-grading or tapering-off 
when necessary or desirable. 

A whole new system of fitness testing, job 
analysis, and selective placement similar to 
the selection of youths for military service 
should be established in industry. Methods 
should be devised to determine which people 
are capable at 65 or 70, and workers then 
should be selectively retired as well as 
selectively hired. 

To encourage industry cooperation, a pen 
sion tax rebate could be established so em- 
ployers would keep efficient workers beyond 
the compulsory retirement age. For em- 
ployees, an increase in pension benefits could 
be provided for each year the worker’s re- 
tirement is deferred beyond 65. 











Transient Muscle Cramps after Organic 
Mercurial Diuretics. 


WALTER MopeELL, M.D., New York State J. 

Med. 53 :211-214, 1953, 

Treatment of congestive heart failure may be 
complicated by painful spasm of arm or leg 
muscles that occurs two to 15 hours after 
a mercurial injection and lasts five minutes 
or more. 

Continuation of the course may be threat- 
ened. Less than half the patients are affected, 
and reactions cannot be predicted before 
therapy. The cause is not known but may be 
temporary deficiency of sodium chloride. At- 
tacks may be avoided by small frequent doses 
that limit diuresis to less than two pounds 
or preferably one and a half pounds. 

Effects of Thiomerin or Mercuhydrin 
were observed in 28 cases. Each ‘subject was 
weighed every week just before and 25 hours 
after an intramuscular dose of 0.5 to 2 ce. 

Muscle spasm developed after 45 of 215 
injections of 1 or 2 cc. All cramps occurred 
in 11, or 40 per cent, of the subjects, with 17 
apparently immune. Sexes were about equal- 
ly divided in the two groups. Weight and 
kind of heart disease were the same, but the 
susceptible members were a little older. 

The greater the fluid loss, however, the 
higher the incidence of reactions. Average 
diuresis after all doses producing spasm was 
3.4 lbs., in contrast to 1.9 lbs. without cramps. 
Attacks were not directly related to actual 
dosage. 

Since individuals reacted over and over 
with no other ill effects, transient cramp was 
not a forerunner of more serious electrolyte 
imbalance. 


Histamine Therapy in Acute Ischemia of 
the Brain. 


A. R. Furmanskt, M.D., Arch. Neurol. 

Psychiat. 69 :104-117, 1953. 

In cases of cerebral ischemia, if the brain 
injury has not progressed to an irreversible 
point, histamine can be used safely and effec- 
tively in assisting the body to compensate for 
interference with the blood supply. 

A study of a group of 50 patients with 
evidence of cerebral ischemia, mostly in the 
upper age groups, indicates that the use of 
histamine therapy at least doubles the chances 
of improvement. 

Analysis shows that the five factors dis- 
cussed below influence the response to thera- 
py: 

t. Degree of initial neurologic dysfunction. 
The more widespread the areas of the body 
showing neurologic disorder, and the more 
severe each symptom and sign, such as 
paralysis, hypalgesia, coma, and aphasia, the 
less response to therapy. 

2. Evidence of bilateral involvement. Mi irked 
depression of the patient’s cerebration is 
usually a sign of bilateral cerebral dysfunc- 
tion and thus of diffuse ischemia of the brain. 
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When the coma is deep, the prognosis is cor- 
respondingly poor. 

3. Presence of cardiac insufficiency. Stupor 
or coma frequently indicate diffuse ischemia 
from failure of the systemic circulation. Thus 
careful evaluation of the general circulation 
is always important. A history of decreased 
tolerance of exercise before the current ill- 
ness, and a doubling of the circulation time 
may be elicited before the usual signs of con- 
gestive heart failure. 

f. Age. The outlook for elderly persons is 
not poor just because of advanced age. The 
restricted ability of the older person’s circu- 
lation to compensate for cerebral ischemia 
evidently contributes to the severity of the 
condition. When the ischemia has not been 
severe, even a person older than 70 can ex- 
~~ improvement. 

Duration of illness. Although data are in- 
coangliete: evidence points to results of thera- 
py being better when treatment is started 
early. 

Histamine treatment of cerebral ischemia 
is based on the following principles: 1. De- 
fective cerebral circulation can produce fo- 
cal and generalized stagnant anoxia of the 
brain. 2. This anoxia results in a gradient of 
changes in the brain; whether the neurones 
remain in a reversible stage of dysfunction 
is most important. 3. In anoxia, the capillary 
bed dilates, increasing the collateral circula- 
tion and exposing a larger area of oxygen- 
carrying blood to the tissues. 4. Nature’s au- 
tomatic dilatation is too brief and too limited. 
5. Intravenous histamine extends and pro- 
longs this dilatation in an easily controlled 
way and without changes in blood pressure. 

Diagnosis of cerebral ischemia should be 
made and therapy initiated as early as pos- 
sible. Spinal fluid examination should be em- 
ployed to eliminate the possibility of cerebral 
hemorrhage or edema. 

The vehicle usually employed for the hista- 
mine is 5 per cent dextrose in saline. The 
sugar can be omitted with diabetic patients, 
and the saline in cases of hypertension under 
salt-restriction therapy. 

The concentration most easily used is 5.5 
mg. of the phosphate in 1000 cc. of the vehi- 
cle. Administration is begun at the rate of 
20 drops per minute. If no facial flush is ob- 
served in from two to three minutes, the 
speed is increased in steps of 5 to 10 drops. 
Seldom is 80 drops per minute exceeded. 

Once a correct speed has been found, that 

rate is usually the proper one in the same 
individual in future infusions. 

In cases requiring limitation of fluid in- 
take, the volume of the vehicle can be re- 
duced with corresponding reductions in the 
rate of infusion. 

The solution is given for from four to six 
hours and repeated twice daily until im- 
provement has been maintained for two or 
three days. A two week trial of histamine 
therapy is made before giving up the patient 
as unimproved. 
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Physiotherapy in Geriatric Rehabilitation. 


LioneL Costin, M.D., Permanente 

tion Med. Bull. 10 :332-338, 1953. 
Psychologic and sociologic as well as patho- 
logic factors must be considered to accurate- 
ly assess and improve the disabilities of 
geriatric patients. 

Heteropathic disability can result from 
prolonged bedfastness. The psychological 
factor will prolong disability if the patient 
feels that greater comfort depends on per- 
petuation of the symptoms of disease. Social 
factors can also hinder or prevent rehabili- 
tation. 

The large proportion of patients surviving 
more than 90 days after being hospitalized 
are capable of rehabilitation. Only 3 per cent 
are bedfast six months after admission to a 
geriatric hospital where an efficient rehabili- 
tation program is in effect. 

Physical rehabilitation, however, must con- 
sider the factors which tend to perpetuate 
disability in the elderly. Multiple pathologies 
complicate the job, and other factors, such 
as loneliness or basic insecurity which make 
the elderly patient cling to organic disease, 
must be ferreted out by the social worker. 

What is important is that the aged pa- 
tient’s capacity for exercise be carefully as- 
sessed and psychosociologic problems met. 
Then the elderly patient’s physiologic re- 
serves can be called on to overcome disability 
and permit him to cope with ordinary activi- 
ties of living. 

After assessment and treatment of the 
pathologic, sociologic, and psychologic fac- 
tors, the physical disability should be treated 
by functional rehabilitation. In some patients, 
function can be restored following a disabili- 
ty caused by a limb or system harboring a 
major pathologic process, such as a fractured 
femur, hemiplegia, or rheumatoid arthritis. 
Physical treatment, remedial exercises, and, 
occasionally, accessory physical equipment 
will permit partial recovery. 

In others, general restoration of activity 
can be produced in spite of a pathologic 
process affecting the efficiency of the body 
as a whole. As in athletes who overcome 
physical disabilities, the elderly can compen- 
sate for disease by physiologic adaptation. 
Patients with congestive heart failure follow- 
ing hypertension or atherosclerosis are good 
examples. After a period of rest and dietetic 
restriction, the residual physical weakness 
can be improved through carefully graduated 
remedial and breathing exercises to permit 
limited activity. 

In cases where the original disease has 
resulted in a residual physical disability but 
prolonged bedfastness has produced other 
physical disabilities, restoration of both func- 
tion and activity must be achieved. 

Preventive measures are important. Pa- 
tients with lesions necessitating bedfastness 
in the first few weeks of convalescence should 
be subjected to exercise in spite of loss of 
some function. While a fracture involving 
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the femur, for example, necessitates immo- 
bilization, exercise of other body parts are 
not contraindicated. Early ambulation is also 
desirable, as recumbency is associated with 
metabolic disturbances, such as negative nitro- 
gen balance, proteinuria, and calcification. 


Surgical Problems of the Aged. 


Harry A. OperHELMAN, M.D., /Ilinois M.J. 

103: 23-27, 1953. 

Most of the problems of major surgery in 
the aged have been solved, and the opinion 
that a patient is too old to be operated upon 
no longer has any place in modern surgical 
thought. 

Rather than chronologic age, the biologic 
age of the patient is a more important con- 
sideration. Any patient who is active, is able 
to look after himself, and maintains an av- 
erage state of nutrition presents no grave 
surgical problem when a major operation be- 
comes necessary. 

Advances in modern surgery that have re- 
duced general operative mortality have also 
benefited the aged. Among these are im- 
provements in surgical judgment, technical 
skill, safety and expert administration of 
anesthesia, electrolyte balance, plasma and 
blood transfusions, antibiotics, sulfa drugs, 
and nursing care. 

Excluding the fields of gynecology, oph- 
thalmology, thoracic, and, for the most part, 
urologic and orthopedic surgery, a series of 
109 patients ranging in age from 70 to 94 
years did not offer any more serious sur- 
gical problems than might be found in a 
younger age group with similar diseases. 
Overall hospital mortality was only 6.4 per 
cent. 

For the most part, conditions requiring 
surgical intervention in the aged are no dif- 
ferent from those encountered in the middle 
or even younger age groups. The only strik- 
ing difference is that practically all the 
surgical diseases of the aged are major. Of 
the 109 patients, only four had minor sur- 
gery; all some form of local rectal disease. 

Malignancy accounted for 45, or 41.3 per 
cent of the group, but an operative mortality 
of only 10.9 per cent occurred among 36 
operable patients. The second most common 
surgical condition was biliary tract disease, 
accounting for 20 per cent; intestinal ob- 
struction from non-malignant causes was 
next; and then, peptic ulcer. Other surgical 
indications were fractures of the femoral 
neck, ruptured appendix, hernia, and gan- 
grene. 

Careful management is necessary, of course, 
because aging tissues are less flexible and 
associated pathology more frequent. There- 
fore, the following fundamental principles 
are recommended for the preoperative, opera- 
tive, and postoperative care of the aged sur- 
gical patient: 

1, Services of both internist and surgeon 
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who understand the altered physiology of the 
aged. 

2. Reassurance of the 
chances of survival. 

3. In elective surgery, performance of a 
complete blood chemistry and vitamin studies, 
so physiologic deficiencies such as electro- 
lyte imbalance or hypoproteinemia can be 
corrected. 

4. Routine electrocardiographic studies to 
determine cardiac function and cautious fluid 


patient concerning 


administration to prevent excessive heart 
strain. 
5. Judicious use of preoperative medica- 


tion, with reduced doses of narcotics; also 
preoperatively, use of a Foley catheter to 
facilitate urinary output and _ continuous 


Wangensteen suction. 

Anesthesia to suit the patient, expertly 
administered, as the margin of anesthetic 
safety in the aged is often narrow. 

7. Intravenous fluids during surgery to 
compensate for fluid and blood loss. 

8. Use of radical procedures only 
more conservative 
results. 

Alert and experienced postoperative 
care, including frequent blood pressure read- 
ings, change of position, early ambulation, 
and light sedation. 

10. Vigilant maintenance of fluid and elec- 
trolyte balance postoperatively, to avert hy- 
dration and, consequently, cardiac strain. 

11. Continuous Wangensteen suction post- 
operatively to maintain gastric and upper 
intestinal decompression. 

12. If indicated preoperatively, then liberal 
use of vitamins postoperatively; antibiotics, 
only if an active infection exists and stopped 
if undesirable reactions occur. 


when 
methods will not achieve 


Orientation of Staff in a Home for the 
Aged 

Arvin I. Gotprars, M.D 
76-83, 1953. 


Vent. Hyg. 37: 


The dependent or resentful behavior of mal- 





GERIATRICS 


adjusted residents of a home for the aged 
provokes such anxiety in staff members that 
a program of orientation is necessary if 
proper care is to be provided. 

The aged person’s extreme dependency, 
provoked by loss of memory and reasoning 
power, is often viewed with pity or rejec- 
tion. Such attitudes predominate because the 
patient’s helplessness points up staff mem- 
bers’ own unsatisfied dependency patterns. 

Neither attitude is helpful in achieving 
good results in terms of care or organization. 
Rather, staff members should become in- 
formed, reasonable, self-reliant persons able 
to take rational action toward helping an in- 
dividual rest home resident achieve a more 
self-satisfied life. 

The staff psychiatric conference is useful 
in indirectly bringing to the awareness of 
personnel their own attitudes of fear provoked 
by dependency and its manifestations. Rather 
than being immobilized by anxiety and a 
sense of helplessness, staff members attempt 
to gain insight into their own reactions to 
the aged so rational help can be given. 

Staff conferences stress the need for meas- 
uring dependency patterns of the aged so 
that effective methods of treatment may be 
selected and put into use. At present, therapy 
is usually directed toward gratifying the de- 
pendency strivings of the aged or by forcing 
the patients toward patterns of inhibition and 
withdrawal which are non-threatening to 
staff members. 

A preferable method of care would be to 
find the assets of the patient and try to put 
them to use, thus serving both society and 
the patient by opening the way to self-satis- 
faction. Such therapy would favor continued 
contact with reality, a broadening of that 
contact, and a decrease in the aged person’s 
need for fulfillment in a setting of parental 
care. 

Protection and care should continue to be 
present or available, but individual rest 
home residents would benefit from rational 
care by staff whose reactions are not colored 
by personal anxiety. 
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GERIATRICS zn the NEWS 


All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 





National Conference on Care of 
the Long-Term Patient 


Plans for a national conference on Care 
of the Long-Term Patient to be held in 
1954 at a place and date to be announced 
later are being developed by the Com- 
mission on Chronic Illness as a logical 
follow-up to its previous national con- 
ference on preventive aspects of chronic 
illness which was held in Chicago in 
March 1951. Five major sections are being 
organized for the conference, as follows: 
1) “The Patient at Home’”—Dr. Martin 
Cherkasky, director, Montefiore Hospital, 
New York City, chairman; 2) “The 
Patient in an Institution”—Dr. Anthony 
J. J. Rourke, executive director, Hospital! 
Council of Greater New York, chairman; 
3) “Interrelationships and Integration 
of Facilities and Services’—Dr. Milton 
Terris, School of Medicine, University, of 
Buffalo, chairman; 4) ‘“‘Research”—Dr. 
Thomas Parran, dean of the graduate 
school of public health, University of 
Pittsburgh, chairman; 5) ‘‘Financing” 
—Dr. Theodore G. Klumpp, president of 
Winthrop-Stearns, Inc., chairman. 

The Commission on Chronic Illiness will 
serve as a planning committee for the 
conference with the American Hospital 
American Medical Associa- 
tion, American Public Health Associa- 
tion, American Public Welfare Asso- 
ciation, and the U.S. Public Health 
Service serving as sponsors and supplying 


staft. 


Association, 


Special Courses 


A three-day course on Gastroenterology 
for General Physicians will be held at 
the Center for Continuation Study of the 
University of Minnesota April 27 to 29. 
All phases of gastrointestinal disease will 
be covered, with emphasis on therapy. 
The course will be presented under the 
direction of Dr. C. J. Watson, professor 
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and head of the department of medicine. 
The University of Minnesota will offer a 
three-day continuation course on Care of 
the Aged in Institutional Homes April 23, 
24 and 25 on the university campus, with 
the cooperation of the Minnesota Depart- 
ment of Health and the Minnesota Divi- 
sion of Social Welfare. Purpose of the 
course is to consider the health, recrea- 
tional, and social needs of aged residents, 
as well as administrative problems in 
conducting homes to meet those needs 
more adequately. Part of the program 
will be devoted to reports of various com- 
mittees of the Minnesota Commission on 
Aging. 
+ 


Michigan Conference on Aging 


The University of Michigan will hold its 
sixth annual conference on aging July 8 
to 10, featuring “Earning in the Later 
Years” as the conference topic. The pro- 
gram will include a survey of the problem 
and barriers to its solution; an evaluation 
of the psychological, sociological and 
economic gains of continued employ- 
ment; methods for developing opportu- 
nities to earn; and demonstrations of suc- 
cessful enterprises by older people them- 
selves. Further information may be se- 
cured by writing to Dr. Wilma Donahue, 
Institute for Human Adjustment, Uni- 
versity of Michigan, Ann Arbor, Michi- 
gan, is chairman of the conference. 


Rheumatic Diseases Congress 


The eighth International Congress of 
Rheumatic Diseases will be held in 
Geneva, Switzerland, August 24 to 28, 
under the auspices of the International 
League Against Rheumatism. Topics to 
be discussed will include connective tissue 
and its relations to rheumatism, steroid 
hormones in the treatment of rheuma- 
tism, surgical and therapeutic aspects of 
rheumatism, and chronic rheumatism. 
Further information may be obtained 
from Dr. W. Tegner, The London Hos- 
pital, London E, 1, England. 








The Premier Thyroid Product Exclusively Prepared 





An Outstanding Achievement 
_— it Glandular Product 
Control 
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PHYSIOLOGIC THERAPEUTICS 





Js ISOTHERMIC PROCESSING 


thyrar is the entirely new, bovine thyroid 
preparation with “isothermic processing” 
as the key to superior product uniform- 
ity. Positive isothermic control at every 
step in manufacture and exclusive use 
of bovine thyroid glands ‘“quick-frozen” 
at the time of removal from the animal 
provide a new, whole-gland prepara- 
tion of highest purity with distinct clinical 


advantages. 


ADVANTAGES OF “thyrar 


Greater uniformity 
Complete efficacy of the whole gland 
Elimination of unwanted organic matter 


Chemically assayed and biologically 
tested 


Standardized equivalent to Thyroid U.S.P. 
Tasteless 


New, small-size offers greater patient 
- convenience 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains 
in bottles of 100 and 1000. 


wc THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e¢ CHICAGO 11, ILLINOIS 


THROUGH BIORESEARCH 
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Neither you, nor 
your patients, have 
. to change cigarette 
brands to enjoy the protection of 
filtered smoking. You can filter 
any Cigarette with a Denicotea 
Holder. 

Each Denicotea filter contains 
silica gel, one of the most effi- 
cient filtering materials known. 
This filter traps and absorbs 
nicotine and tars that would 
otherwise reach your nose, 
throat and lungs. 

PROFESSIONAL 2 PRICE 
INTRODUCTORY OFFER: 
Send for your Denicotea Holder, $1.25 
postpaid (regu- 


larly $2.50) 
Longer Denico- 
SEE FOR YOURSELF tea Holder, 
: $1.75 postpaid 
{ (regularly $3.50) 
\ 3 Write to Alfred 
Bef Dunhill, Dept 
erore use: G-4, 660 Fifth 
Denicotea crystal Ave. N. Y.19 

filter is pure white et 











After use: 
Denicotea filter turns 
black as it absorbs 

tars and nicotine 








DE-NICOTEA 


FILTER HOLDER 
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Report of Conference of State 
Aging Commissions 


The Committee on Aging and Geriatrics 
of the Federal Security Agency has just 
issued a report of the conference of state 
commissions on aging which was held in 
Washington September 8 to 10, 1952. 
Participating in the conference were rep- 
resentatives from 15 states having official 
commissions or committees (California, 
Connecticut, Florida, Illinois, Massachu- 
setts, Michigan, Minnesota, New Mexico, 
New York, North Carolina, Pennsyl- 
vania, Rhode Island, Washington, West 
Virginia and Wisconsin), as well as repre- 
sentatives from various Federal agencies 
and delegates from states having no of- 
ficial commissions. The report summarizes 
discussions on a wide range of topics, and 
outlines the organization and current pro- 
grams of the various state aging com- 
missions. Copies are available from the 
Committee on Aging and Geriatrics, Fed- 
eral Security Agency, Washington 25, 


19; 


Heart Association Diet Manual 


The American Heart Association has 
issued a new, comprehensive diet hand- 
book, “Food for Your Heart” for use by 
physicians in the dietary management of 
heart patients. The manual incorporates 
nine diets, sample menus, and the latest 
information on nutrition and heart dis- 
ease. The booklet was prepared by the 
staff of the department of nutrition of 
the Harvard University School of Public 
Health, under the direction of Dr. Fred- 
erick J. Stare. The diet manual may be 
obtained by laymen only on doctor’s pre- 
scription, and will be distributed on re- 
quest to physicians, nutritionists, nurses, 
health departments and hospitals. Fur- 
ther information may be obtained from 
the American Heart Association, 44 East 
23rd Street, New York 10, New York. 


irthritis Clinics Manual 


The Arthritis and Rheumatism Founda- 
tion, in cooperation with the National 
Institute of Arthritis and Metabolic Dis- 
eases, has published a “Manual for Arthri- 
tis Clinics,” which is now available for 
50 cents from the foundation office at 
23 West 45th Street, New York 36, N.Y. 
The manual was prepared for the use of 
physicians and is designed to assist in 
the establishment and conduct of the ar- 
thritis clinics. 











/ N CONVALESCENCE. 
to meet increased. — requirements... 


G) 


> 4 
4c \ b © LL GERIATRIC VITAMIN-MINERAL SUPPLEMENT CAPS 


Lit 


GERIATRIC VITAMIN-MINERAL SUPPLEMENT LIQUID 


Gevral prote 


GERIATRIC VITAMIN-MINERAL-PROTEIN SUPPLEMENT 


Lederle 


ee convalescence from febrile or metabolic diseases, from sur- 

gery or trauma, the metabolic requirements are greatly increased. 
To hasten tissue repair and the removal of metabolic debris resulting 
from circulatory impairment of renal disease, nutritional supplemen- 
tation is often indicated. Following surgery, the need for vitamins is in- 
creased as much as fivefold. The rate of protein utilization is also 
greatly increased as a result of wounds, burns, infections and surgery. 
GEVRAL products are good sources of thiamine (B;), riboflavin (B:), 
vitamin By, niacinamide, other vitamins and minerals. Available in 


three forms. 


REG.U.S. PAT. OFF. FF rR ADE-MARK 


Detailed formulas will be supplied on request. 





LEDERLE LABORATORIES DIVISION ameascav Ganamid company 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 


39A 





NEWS from Advertisers 





Lusyn: New Formula more effective dosage, in line with the 
Improved Lusyn, indicated in corrective clinically demonstrated wider safety range 
. s s ° E ac aracyv ‘ icf >) 
therapy for overstimulation of the para- of this parasympatholytic agent. Pheno- 
sympathetic and central nervous systems, barbital content 1S upped to 15 mg. in 
is announced in a new formula by Maltbie place of 8 mg., while the tablet retains 
Laboratories, Inc., Newark, N. J. Each 300 mg. of alukalin, or activated kaolin. 
tablet now contains 5 mg. instead of 2.5 Lusyn is used in functional gastrointestin- 
mg. of homatropine methylbromide for al disorders such as intestinal spasm, bili- 


ary spasm, pylorospasm, cardiospasm and 
irritable colon. Recommended adult dos- 
age is one or two tablets before meals and 
if necessary upon retiring. 












Close-Up Of Eye 
Taken With New 


— “vx" Aludrox, Introduced by Wyeth 


This new prescription specialty is Aludrox, 
a pleasantly-flavored antacid in suspension 
and tablet form. Each teaspoonful of sus- 
pension and each tablet contains the 
equivalent of one teaspoonful aluminum 
hydroxide gel and one-quarter teaspoon- 
ful milk of magnesia. It contains tempor- 
ary gastric hyperacidity described by such 
terms as “indigestion,” “heartburn,’ 


New Model With Pre-Set 
Diaphragm Control 


35mm EXAKTA “VX” 


Single Lens Reflex Camera For 


Parallax-Free Medical Photography “bloating,” and “acid stomach.” It is de- 
The Exakta, with instantly interchangeable lenses, is widely signed to relieve quickly the pain asso- 
used in the study of geriatrics for every type of medical eee | ith, lryinnartll . eae aa 
and research photography. Its unique through-the-lens clated with hyperacidity in peptic ulcer 
viewing system assures absolutely correct ‘‘on-the-subject’ and is recommended in the medical man- 
photographs, in extreme close-ups or through the micro- : : : 

scope. In addition, this world-famous medical camera is agement of ulcer. It offers rapid, pro- 
regularly used for preliminary, developmental, and end te J idl ae e ’ 
result pictures of patients; for copying X-Rays; and for onged antacic effect without undesired 
making color transparencies — a necessity for recording physiological disturbance. 

and lecturing. ? 5 ; 

With 2.8 Zeiss Tessar “T"” Coated Lens with For temporary control of gastric hyper- 
Pre-Set Diaphragm cosy s ee peas | ee = F “2 wee te ,S 
Saceaiiiien tee treet Gahan: Viewtinder 50.00 acidity one or two teaspoonfuls W ith 
Extension Tube Set , . 24.00 water, or one or two tablets, as required. 

Microscope Adapter , . 29.50 2 . 

; : if In peptic ulcer, one or two teaspoonfuls 
Write Dept. 2100 for free descriptive booklet ‘“‘U"' on camera anu 2 a 
accessories and brochure on close-up technique with the Exaksa. with water or one or two tablets, five or 

EXAKTA CAMERA CO., 46 West 29th St., New York 1, N.Y. six times daily, between meals and_ at 

E xclusive Sales and Service Organization in the bedtime. Suspension Aludrox in bottles of 12 


.S. A. for Ihagee Camera Works, Germany 








fluidounces and Tablets Aludrox in boxes 
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P The Tole Fealune WHEEL CHAIR 


4 om The LOW PRICE RANGE 


Standard and 
Deluxe Models 







The Hollywood Convertible is really three 
chairs in one... easily interchangeable to the 
special type of chair desired. The Hollywood 
Convertible is one of the brightest stars in the 
Hollywood Line, which also includes the 
Adjustable Walker, Glide About Chair and 
Bedside Commode. 


Write for information and complete catalog. 


EAZOLLOGREright Hollywood plating e 


Maroon Duck Upholstery wiiliaatiies ae 


GEIICELGM Chrome Triple Plating EVEREST & JENNINGS 


Plastic Leatherette Upholstery 
761 N. HIGHLAND AVE. 
LOS ANGELES 38, CALIF, 
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SENILE AND ATROPHIC VAGINITIS 
POSTMENOPAUSAL PRURITUS 


Ortho* 


VAGINAL ESTROGEN THERAPY 


Dosage: One or two applicatorfuls per 
day for one or two weeks, then 
gradually reduced to one-half 
applicatorful for a_ similar 
period, 


Dienestrol Cream is available in large- 
size, detachable label tubes, with or with- 
out the plastic measured-dose ORTHO 
applicator. 


On original prescriptions specify 
“Dienestrol Cream with applicator.” 


for “difficult” menopausal patients 


Hexital TABLETS 


TRADE MARK 


ORAL ESTROGENIC THERAPY PLUS SEDATION 


Composition: Each tablet contains hexestrol 3 mg. and 
phenobarbital 20 mg. (4 gr.). 
Dosage: One tablet daily on retiring for the average case. 


Dosage may be increased to 2 or 3 tablets daily in more 
severe cases. 





HEXITAL tablets are available in bottles of 100, 1000 and 
5000. 


Ortho Pharmaceutical Corporation 


Raritan, New Jersey 





for the aged, 
invalid, 
cardiac, and 

high blood pressure 


patient! 





‘sueparo EscaLlFT 


The Shepard Home- 


LIFT, the quality 


residence elevator, 
and the EscaLlFT, a 
residence stair- 
climber, are designed 
for patients who can- 
not or should not 


“climb stairs. Costs 


about the same as a 
medium priced auto- 
mobile. Safe—easy 
to install—simple to 
operate—no special 
wiring required. 
Gives greater free- 
dom to the patient 
and eliminates stair- 
climbing drudgery. 
Write for complete 
literature. 


SHEPARD 


EL Ewe rtror s 





THE SHEPARD ELEVATOR Co. 
5013-D3 Brotherton Road, Cincinnati 9, Ohio 
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of 60 tablets are supplied by Wyeth Lab- 
oratories, Philadelphia. 

® 
Saccharin and B,, Combined 
Saccharin °12 is a combination of Sac- 
charin sodium U.S.P. with Vitamin By,» 
crystalline U.S.P. in the form of effer- 
vescent, quickly soluble tablets, each con- 
taining one-quarter grain of saccharin 
sodium U.S.P. and one microgram ot 
Vitamin B,. crystalline U.S.P. Supplied 
in bottles of 100 tablets at all pharmacies. 
Manufactured by The Armour Labora- 
tories of Chicago. 
Saccharin °12 may be used wherever a 
non-caloric sweetening agent is required. 
Its B,. content provides also nutritional 
support for diabetic and obesity patients, 
children and adults. This readily soluble 
tablet is economical and adds the nutri- 
tional value of By, to the sweetening 
power of saccharin. By», is valuable in 
treating the neurological manifestations 
of diabetes and its lipotropic effect may 
help prevent impairment of liver func- 
tion in diabetes and obesity. One tablet 
carries the sweetening power of one tea- 
spoonful of sugar. The number used will 
depend on the individual taste of the 
patient. 





® 
Make Mull-Soy your first choice 


when establishing a milk-free 


diet for infants, children, or adults, 


The BORDEN Company @) 


Prescription Products Div. 





350 Madison Avenue 


New York 17 




















In the form of AMrNopROx, three out of four patients 
can be given therapeutically effective oral doses of amino- 
phylline. 

This is possible with AmMiNopRox because gastric dis- 
turbance is avoided. 

Now congestive heart failure, bronchial and car- 
fe blo Coe t= obeele MMMEI Co Cibt-Me cilebeetodt Conti: Meteo MMB olor de> agsseeled | 
dyspnea can be treated successfully with oral amino 
phylline in the form of AMINODROX. 

Aminodrox Tablets contain 14 gr. aminophylline with 2 gr. activated 
aluminum) hydr 1¢ 

A minodrox-For Tablets contain 3 gr. aminophylline with +4 gr 
activated aluminum hydroxide 


Also avatlable with | gr. phenobarbital 


send for detailed literature 


and sampié 


BRISTOL, TENNESSET 
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To keep “cholesterol age’’' in step with chronologic age 


-TRO ; 


2 Agreeable Dosage Forms 
B-TROPIC SOLUTION 


Each fluidounce contains: 


Helps lower excessive 


blood cholesterol levels, 


restore efficient Tricholine Citrate ............000 6 Gm. 
(47% choline base) 

fat and oxygen metabolism Inositol < whe tete settee eee ne ees 2 Gm. 

Thiamine Hydrochloride... ......0.... 3 mg. 

. EIN c's: ole Sil 6 05s) slesene tate seek 2 mg. 

nN... UNG WME © 56's Soi Wield 's a) sw 6 a 20 mg. 


In a flavored, sugar-free vehicle 





Hepatic Cirrhosis 


Bottles of 1 pint and 1 gallon 





Atherosclerosis B-TROPIC CAPSULES 
Each capsule contains: 
Diabetic Cholesteremia Choline Dihydrogen Citrate......... 375.0 mg. 
MN 6 v.06 0 60e ee sce ae 125.0 mg. 
1. Gertler, M. M., et al.: Thiamine Hydrochloride........... 1.0 mg. 
Circulation 2:517-22, 1950. i ERM Kosh fest ek ie tek 0.5 mg. 


ME See rs ee 5.0 mg. 
THE VALE CHEMICAL co. Bottles of 100, 500, and 1000 capsules 
pharmaceuticals Samples and literature available 
ALLENTOWN, PA. on request 


7 7% Cooon For » 
(sf tmy\ Geanoaie, 7087, & 








Borcheradt 


Pe 


Extract ™ 
A New Dietary Management for 


CONSTIPATED ELDERLY 


Developed originally for infant constipation, Malt Soup 
Extract provides a new means of treating constipation in 
the elderly. Gentle, safe, eo ic action, No harsh laxa- 
tive drugs, no mineral oil, no bulk laxatives, Meets a real 
need in geriatrics! 

DOSE: 1 or 2 tablespoonfuls QID until stools are soft (may 
take several days), then 1 or 2 Ths. at bedtime. 
*Specially processed malt extract neutralized with potas: 
sium carbonate. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave., Chicago 12, Ill. 
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Meat... 


and the Low Sodium Diet 


The beneficial effect of sodium restriction in the management of hyper- 
tension and many types of cardiac disease is firmly established. A low sodium 
diet aids in preventing edema and frequently leads to a significant reduction 
in arterial tension. 









































To emphasize the importance of sodium restriction and to enable the 
physician to present his patient with an informative discussion of the subject, 
The American Heart Association has just published a valuable pamphlet 
entitled ‘‘Food For Your Heart.’’* Covered also in this booklet is the impor- 
tance of weight reduction in the management of the cardiac patient. 


Dietary recommendations for three levels of sodium restriction are 
given. In all of them, meat is an important constituent of the diet. In the 
diet providing moderate sodium restriction (0.5 to 1.5 Gm. of sodium), 4 to 
6 ounces of unsalted meat, fish or fowl are allowed. In severe restriction 
(0.5 Gm. sodium), 3 to 4 ounces of meat are permitted daily. The weight re- 
duction-moderate sodium restriction diet calls for 5 to 6 ounces of meat daily. 


This booklet again emphasizes the valuable application of meat in the 
dietary management of cardiac disease, hypertension, and obesity. Since, as 
the manual emphasizes, infectious diseases and such scourges as typhoid 
fever have now been controlled with antibiotics, chemotherapeutic agents 
and modern sanitation, ‘“many physicians and scientists consider nutrition 
the most important environmental factor in health.” 


Meat, with its wealth of high quality protein, B complex vitamins and 
important minerals, plays an important role in the aim toward better national 
health. That the generous consumption of meat by the American people is a 
significant factor in attaining this goal is reflected in the statement that 
“most physicians feel that the high American consumption of protein is a 
good thing.” 





*Food for Your Heart, a Manual for Patient and Physician, Department of Nutrition, 
Harvard School of Public Health, Harvard University, The American Heart Association, 
Inc., New York, 1952. Copies available through local Heart Association. 


The Seal of Acceptance denotes that the nutri- g-=s@, 
tional statements made in this advertisement Pate 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 





American Meat Institute 
Main Office, Chicago... Members Throughout the United States 








WHERE LIPOTROPIC 
THERAPY |S 
INDICATED... 
























A AL) For 
Faulty Fat Metabolism and Related Diseases 


Gericaps provide high dosage of Lipotropics—Choline and 
Inositol—(Each capsule supplies the synergistic equivalent 
of approximately 1 Gm of choline dihydrogen citrate). 

Gericaps help to correct or improve capillary fault (Each 
capsule contains 20 mg. of Rutin and 12.5 mg. of Vitamin C). 


Gericaps aid in compensating for deficiencies in a fat and 
cholesterol restricted diet (Each capsule provides Vitamin 
A and B Complex in adequate potency) 


Your prescription marked Gericaps will bring you litera- 
. ture on this comprehensive formula. 


DETROIT 15, MICH 
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rangullige THE HYPERTENSIVE 


WITH CONSERVATIVE, GENTLE MEDICATION 











As a supplement to simple instructions on sensible living, the 
combined effects of sedation and vasodilation help to reduce 
nervous and vascular tension 

‘Theominal exerts a general tranquilizing effect and thus helps 
to control emotional outbursts that may induce dangerous 
vascular crises. With continued administration of Theominal a 
gradual reduction of blood pressure frequently occurs with relief 


of congestive headache, chest pains, vertigo and dyspnea 


DOSE: | tablet two or three times daily. With improvement the dose may be reduced or omitted periodically 


Winthrop-Stearns, Inc. + New York 18, N. Y. © Windsor, Ont. 





for relief of 


ARTHRITIS 


and allied disorders 


BUTAZOLIDIN 


(brand of phenylbutazone 


NEW SYNTHETIC NON-HORMONAL 


A totally new concept in management of rheumatic disorders, treatment with 
BUTAZOLIDIN offers a combination of clinical advantages not shared by any other agent. 
Relieves pain in approximately 3 of every 4 cases within a few days of commencing treatment 


Produces functional improvement in many cases by reducing swelling and spasm and increas- 





ing mobility 


Has favorable effect in virtually all forms of arthritis and many types of painful musculo- 





skeletal disorders 


Maintains effectiveness for as long as treatment is continued 





Effective by mouth, thus well adapted to routine use in either bedridden or ambulatory patients 





In order to secure optimal results with minimal risk of side 
reactions physicians are urged to send for the brochure 
“Essential Clinical Data on BuTAZOLIDIN” and other inform- 
ative literature. 


BuTAzo.ipin® (brand of phenylbutazone) is available as coated tablets of 200 mg. and 100 mg. 


A selection from the bibliography on BuTAzOLipiNn...(1) Freyberg, R.; Kidd, E. C., and Boyce, K. C.: Studies of 
Butazolidin and Butapyrin in Patients with Rheumatic Diseases. Paper read before the Annual Meeting of the American Rheuma- 
tism Association, Chicago, June 6, 1952. (2) Kuzell, W.C., and others: Phenylbutazone (Butazolidin) in Rheumatoid Arthritis 
and Gout, J.A.M.A. 149 :729, 1952. (3) Kuzell, W. C., and Schaffarzick, R. W.: Butapyrin in Gout, Stanford M. Bull. 9:194, 1951. 
(4) Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Butazolidin), Bull. Rheumat. Dis. 3:23, 1952. (5) Kuzell, W. C., 
and Schaffarzick, R. W.: Phenylbutazone (Butazolidin) and Butapyrin in Arthritis and Gout, California Med. 77 :319, 1952. 
(6) Smith, C. H., and Kunz, H. G.: Butazolidin in Rheumatoid Disorders, J. M. Soc, New Jersey 49 :306, 1952. (7) Stein- 
brocker, O., and others: Phenylbutazone Therapy of Arthritis and Other Painful Musculoskeletal Disorders, J.A.M.A. 150 :1087, 
1952. (8) Stephens, C, A. L., Jr., and others: Benefits and Toxicity of Phenylbutazone (Butazolidin)® in Rheumatoid Arthritis, 
J.A.M.A, 150 :1084, 1952, 


% GEIGY PHARMACEUTICALS 


eIy Division of Geigy Company, Inc., 220 Church St., New York 13, N.Y. 
In Canada: Geigy (Canada) Limited, Montreal 








